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THE MANAGEMENT OF DIABETIC COMA IN THE AFRICAN 
G. B. Lapinsky, M.B., B.Cu. (RAND), F.C.P. (S.A.), Bloemfontein, formerly King Edward VIII Hospital, Durban 


Recent literature concerning diabetes seems to be focused 
mainly on the réle of the oral hypoglycaemic agents. The 
treatment of diabetic coma receives scant attention. During 
the last few years, however, there have been important 
changes in the physician’s approach to the management 
of diabetic coma which have not received the attention 
they deserve. 

Reference to standard works’? demonstrates this fact in 
the changes that have taken place between 1955 and 1957. 
The following statement, with reference to normal saline 
solution, appears in a 1955 edition:’ ‘Continue this until 
the patient is showing no signs of shock and is taking 
fluids well by mouth’, and a reference in the same edition 
to the administration of potassium states: “Never exceed 
3g. in 24 hours’. Yet in the 1957 edition’ Duncan states: 
‘Do not give more than 24 g. of NaCl in the first 24 
hours of therapy’. Again, in the same edition Palmer 
states, after having already given 25 mEq. of potassium, 
that‘... Ome must consider additional administration of 
parenteral potassium, remembering that the potassium 
depletion in severe diabetic coma is apt to be very great’. 
This, to all intents and purposes, is a remarkable change 
in the therapy of diabetic coma in the space of 2 years — 
a veritable about-face. Notwithstanding this change, there 
are still books being published which advocate that saline 
be continued until the patient is able to take fluids freely 
by mouth.’ There are other modern books that limit the 
amount of saline (Dunlop') but some do so in terms that 
could be misinterpreted.’ 


Despite this lack of uniformity, the mortality of diabetic — 


coma has decreased markedly throughout Western coun- 
tries. The reasons given for this improvement, to quote a 
recent survey,” are: °... the employment of larger amounts 
of insulin, a better understanding of fluid and electrolyte 
derangements, and the “team” approach. On the other 
hand the lessened mortality could be related also to a 
decrease in the severity of the admission state’. 

African patients often come into hospital after many 
hours have elapsed, so that their state on admission is 
usually very severe. Perhaps this may account for the high 
mortality rate, which was 100%, for cases of coma (not 
acidosis) in King Edward VIII Hospital during 1957. 


PRESENT STUDY 


The results in this hospital for 1957 (when there was no 
organized method of therapy) are compared with those 
for 1959, by which time a rather more drastic approach 
was conceived. The results are not strictly comparabie, 
since the 1957 results apply to the whole hospital and 
the 1959 ones to | medical unit. All cases in the second 
series, if not directly under my control, were seen by me 
at some stage of their illness. 

Diabetes is uncommon in the African (especially when 
compared with Indian patients who also attend this 


hospital®) but diabetic ketosis and coma are relatively 
frequent. Thus out of 67 African diabetic admissions in 
1957, 10 were in coma or severe keto-acidosis. 


CASE REPORTS 
1957 Series (Table 1) ‘ 
Six cases of diabetic coma (cases 2, 4, 5, 6, 8 and 9) were 
admitted, all of whom died. Of 4 cases of precoma (not in 
deep coma but mentally disorientated and clinically acidotic), 


TABLE I. RESULTS AND MANAGEMENT OF ALL AFRICAN CASES OF 
DIABETIC COMA AND PRECOMA ADMITTED TO THE KING EDWARD VIII 
HOSPITAL DURING 1957 


Parenteral fluid in 
24 hours (litres) 


Sie « Be ak « 
228 § Ss 38 
1 Precoma 727 l 5-5 1 715 Alive 
2 Coma 903 4 — 250 Died -7 hours 
3  Precoma 1,100 6 — — 240 Died - 4 days 
4 Coma 770 9 — — 1,000 Died - 24 
hours 
5 Coma 1,040 y 4 — — 200 Died-4 hours 
6 Coma 930 2 — — 280 Died -4 hours 
7 Precoma 540 Oral fluid 160 Alive 
8 Coma 430 — 60 Died in surgi- 
cal ward 
9 Coma 850 5 — — 400 Died -6 hours 
10 Precoma 440 3 2 — 305 Alive 


* The term ‘saline’ includes physiological normal saline and 5% dextrose 
in normal saline. 


3 recovered. Cases 5, 6 and 8 were obviously moribund or 
inefficiently treated by any standards, and will not be dis- 
cussed further here. 

Cases 2 and 9 were more efficiently treated, receiving 250 
and 400 units of insulin in 7 and 6 hours respectively. Both 
cases received quite large amounts of intravenous fluid 
therapy composed exclusively of solutions ef normal saline 
or 5°, dextrose in saline. Both died on the day of admission. 

Cases 3 and 4 were treated more vigorously, receiving 240 
and 1,000 units of insulin within the first 24 hours respectively. 
They were given 6 and 9 litres of intravenous fluid respec- 
tively, with potassium replacement as required; all the fluid 
was Saline or dextrose saline. Both patients died. 

Cases 1, 7 and 10 are the patients with precoma who sur- 
vived. The contrast in fluid therapy is striking. Two patients 
received dextrose 5°, in water in addition to saline and 1/6 
molar sodium lactate. The third patient was treated with oral 
fluid. It should be noted that case | and 2 refer to the same 
patient treated by different methods, with a fatal outcome 
in the second admission. Although not conclusive. the fact 
that those receiving a solution without sodium chloride at some 
stage during treatment, recovered, is of interest. 

1959 Series (Table Il 

1959 started with 3 successive deaths. 

Case |. This patient died 24 hours after admission, a few 
minutes after receiving a second dose of 100 units of intra- 
venous insulin. A postmortem examination revealed no macro- 
scopic abnormality. 
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TABLE I. RESULTS AND MANAGEMENT OF ALL CASES OF DIABETIC 
COMA AND PRECOMA ADMITTED TO A SINGLE AFRICAN MEDICAL 
UNIT OF THE KING EDWARD VIII HOSPITAL DURING 1959 


Parenteral fluid in 
24 hours (litres) 


cr 


= = 
=. = 8 G8 fe sk 
1 Coma 1,160 1 — 1 200 Died - 2 hours 
2 Coma 1,758 4 1 — 160 Died -5 hours 
0-4** 
Coma 620 2 140 Died - 25 
hours 
4 Coma 1,060 2-6 9 1-3 1,980 Alive 
5 Precoma 440 Oral fluid 120 Alive 
6 Coma 590 7 4 3 1,060 Died - 4 days 
7 Coma 700 «44:5 8 — 4,200 Alive 
8 Coma 580 3 5 — 1,300 Alive 
9 Precoma 690 1-5 2 — 260 Alive 
10 Precoma 700 2 3 200 Alive 
11 Precoma 320 2 25 — 400 Alive 
12 Precoma 315 Oral fluid 200 Alive 
13 Coma 820 7 6 0-5 2,280 Alive 
* The term ‘saline’ includes physiological normal saline and 5% dextrose 


in normal saline. 
** 0-41. of 5% saline. 

Case 2. This patient presented with the highest initial blood 
sugar found in 1959. Inadvertently 59% saline was given 
intravenously in place of normal saline. This was only detected 
after ml. had been administered. A further 4 litres of 
5% dextrose in saline and a litre of 5% dextrose in water was 
administered before she died in a convulsive seizure 5 hours 
after admission. 

Case 3. This patient presented in coma, with the Benedict's 
test giving a ‘brick’ colour, but the urine was free of acetone. 
A Babinski response on the right side led us to conclude that 
the coma was due to a cerebrovascular accident. For this 
reason his diabetes was only perfunctorily treated. Since the 
postmortem examination revealed no cerebral lesion he is 
included in the series. 

Cases 4, 5 and 6 (Fig. 1) refer to a single patient. ‘his 
young woman was in deep coma on her first admission. She 
had been in coma for more than 12 hours, and was extremely 
dehydrated and acidotic. She did not respond in any way to 
painful stimuli. Within the first hour 1-6 litres of saline, 1 
litre of 1/6 molar sodium lactate and 250 ml. of plasma were 
administered by the usual ‘push-in’ and a second drip in the 
femoral vein. On admission 300 units of insulin were given 
and were followed by further large amounts in the succeeding 
hours to a total of 1,980 units in 24 hours. Acetone had 
disappeared from her urine by the 14th hour. A total of 8 g. 
of potassium chloride was given intravenously during the first 
24 hours resulting in a serum potassium of 4°6 mEq. per litre 
at the end of this period. Her serum sodium and chloride also 
returned to normal after 24 hours. Although she received 13 
litres of fluid on the first day, she received only 1 litre of 
saline solution after the first hour, the balance being 9 litres 
of 5° dextrose in water. She made an uneventful recovery 
although she was unable to take fluids herself by mouth for 
4 days because her mouth was severely traumatized by the 
prolonged dehydration. During this period she was fed by 
intragastric tube. She was discharged taking 40 units of lente 
insulim daily. 

Her second admission was uneventful by comparison, but 
shortly after discharge she was admitted again for the third 
and last time. Although again in coma she was restless and 
responded to externally applied painful stimuli. This admis- 
sion is compared with her first admission in Fig. 1. The 
differences in therapy, in brief, are as follows: She received 
a similar quantity of fluid but by far the largest proportion 
was saline (7 litres dextrose saline, 3 litres 1/6 molar lactate 
and only 4 litres 5° dextrose in water). She received a smaller 
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Fig. 1. Laboratory findings in case 4, 1959 series (continuous line: 
lst. admission, successful result) and case 6, 1959 series (broken line: 
3rd. admission, unsuccessful result). 

Management, Ist 24 hours, case 4: Saline, 1-6 litres on admission, 
1 litre at 18 hours; lactate, 1-3 litres; 5% dextrose in water, 9 litres; 
insulin, 1,980 units. 

Management, Ist 24 hours, case 6. Saline, 3 litres on admission, 4 
litres subsequently; lactate, 3 litres; 5% dextrose in water, 4 litres; 
insulin, 1,060 units. 


amount of insulin, but her blood sugar was lowered quite 
effectively, at least in the early stages. Acetone had disappeared 
from her urine by the ninth hour. There was marked electrolyte 
imbalance and she died 4 days later after having first regained 
consciousness, The postmortem examination revealed pulmonary 
congestion. 

_Case 7. Here again was a patient in coma who was treated 
vigorously. He was due for the ‘saline treatment’ in full as 
directed by the textbook in current use. He had fortunately 
received only 4°5 litres of 5% dextrose in saline before his 
intravenous therapy was changed to 5% dextrose in water, of 
which he received a further 8 litres in the first 24 hours. 
Potassium was replaced as required (6 g.). He made a very 
good recovery and has not been admitted since. 

Cases 8, 9 and 10 refer to a single patient. Coma in her first 
admission was treated by the now accepted routine, with saline 
administration limited to 3 litres. She made an uneventful 
recovery but failed to take insulin regularly and was admitted 
twice more in precoma. These episodes were treated in the 
usual manner except that intravenous insulin only was used, 
to ascertain whether the intravenous route was effective. The 
quick and excellent results prove that this is so. She has 
now learnt her lesson and attends the diabetic clinic regularly. 

Cases 11, 12 and 13 also refer to a single patient. This 
young adolescent has been admitted 5 times in all. I treated 
her myself in her first 4 admissions. Saline therapy was 
limited. Her final admission is of interest. She received large 
quantities of saline and dextrose saline and 2,280 units of 
insulin in the first 24 hours, and made a successful recovery. 
This was rather slow since she was only really out of danger 
on the 10th day. She suffered severe electrolyte disturbances 
and also periods of hypoglycaemia. She is the only patient to 
recover who was not treated on the limited saline routine, 
although an attempt was made to correct this by the admini- 
stration of 5°, dextrose in water exclusively from the 4th 
day oo despite the fact that her electrolytes were almost 
normal. 
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DISCUSSION 


Although it is realized that these 2 series were not run 
concurrently and strict comparison is not possible, our 
results for the 1959 series appear much more satisfactory 
(Tabie III). The major difference between the 2 series 


TABLE Ill. MORTALITY IN THE TWO SERIES 


Cases Percent- 
Series (admis-  Precoma Coma Deaths age 
sions) deaths 
1957 10 4 6 7 70 
1959 13 5 8 4 30 


is the administration of large quantities of 5% dextrose in 
water in the 1959 series as contrasted with purely saline 
intravenous therapy in the 1957 series. 

In the 1957 series (Table I) the 3 patients who recovered 
received non-saline-containing fluid in addition to saline 
whereas those who died received saline only. 

All 4 deaths in the 1959 series (Table II) received mini- 
mal quantities of 59% dextrose in water, the maximum 
being 4 litres in patient no. 6 who had also received 10 
litres of sodium-containing fluid. Only | patient recovered 
after receiving a large amount of saline and this was a 
very slow and extremely hazardous recovery (no. 13 in 
Table II). 


Basic Considerations in Treatment 

There are 4 basic considerations in the management of 
diabetic coma: (1) early diagnosis and laboratory investiga- 
tions, (2) insulin therapy, (3) fluid and electrolyte replace- 
ment and correction, and (4) treatment of concomitant 
infection. 

1. Early diagnosis and laboratory investigations. Delay 
in diagnosis and delay in initiating therapy are the worst 
errors that can be committed in managing diabetic coma. 
I found that a common error was the delay in giving 
insulin while the staff were attending to the intravenous 
drip. Insulin should be administered, preferably by the 
intravenous route, as soon as the diagnosis has been made 
and only then the fluid requirements should be dealt with, 
since the administration of insulin is a far Jess time-con- 
suming procedure. Apart from hourly urine testing, the 
investigations that I found necessary were the 2-hourly 
blood-sugar estimation, the 4-hourly electrolyte estimation 
and occasionally the CO. combining power. When intra- 
venous insulin was used I found that the second electrolyte 
estimation should be made before 3 hours have elapsed, 
since the serum potassium sometimes dropped pre- 
cipitously. 

2. Insulin therapy. There is still some disagreement on 
this issue, but at least the days of small doses are past. 
No more will we read that ‘no advantage accrues from 
giving a larger initial dose’ than 50 units, a statement 
which appeared in a popular standard textbook only 12 
years ago.” | have found intravenous insulin a considerable 
help, using it in doses varying from 100 to 300 units at 
1-2 hour intervals. A few cases have been treated with 
insulin by the intravenous route only, with excellent 
results. Routinely, I use both the intravenous and intra- 
muscular routes as follows: An initial dose is given by 
both the intravenous and intramuscular routes and there- 
after the intramuscular route is not used for the next 6 
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hours, the intervening doses being intravenous. After a 
second intramuscular dose at 6 hours, intravenous insulin 
is continued for the next 6 hours until the third intra- 
muscular dose at 12 hours. Thereafter a 4-hourly schedule 
by the subcutaneous or intramuscular route is usually 
possible. This tends to eliminate the ‘build-up’ of insulin 
in the tissues with the inevitable hypoglycaemia and 
uncertainty that follow. In all cases treated by this method 
I observed no periods of hypoglycaemia (cases 4, 8, 9, 10, 
and 11— Table ID. 


3. Fluid and electrolyte there’. Balance studies on 
electrolyte requirements in diabet-. .oma have been carrieG 
out by numerous authorities. Martia et al." have estimated 
the required electrolytes down to the smallest detail. As 
fluids containing magnesium and phosphate are not always 
readily available, I will confine the discussion to sodium, 
potassium and chloride. Martin er al."' estimate the require- 
ments per kg. bodyweight for the first 12 hours as: 
sodium 7-10 mEq., potassium 2-3 mEq. and chloride 
5 mEq. On the question of sodium they also quote Butler” 
and Darrow” who estimated the lowest and the highest 
figures respectively, viz. 5-1 and 13-3 mEq. per kg. Working 
on 10 mEg. per kg., which facilitates calculation, a patient 
of 50 kg. would require only 500 mEq. Since a litre of 
normal saline contains 154 mEq. of sodium a little over 
3 litres is required. 

As regards potassium, Martin ef al.’ admit that the 
figure of 2-3 mEq. is too low since their patients’ serum 
potassium was still low at the end of their 12-hour balance 
study. The amount of chloride required is exactly half 
that of sodium and therefore the administration of saline 
only would result in excessive replacement of chloride 
unless sodium were partly replaced in the form of sodium 
bicarbonate or lactate. There is still much controversy on 
whether these alkalis should or should not be used in the 
treatment of diabetic coma. I can only say that in my 
patients, provided the sodium-containing solution was 
limited, the patients apparently suffered no ill effects from 
either means of therapy. When excess saline was used. as 
in case 6, Table II, then both the serum sodium and 
chloride rose excessively. 


Another factor of major importance in these patients 
was the number of deaths occurring within a few hours 
of admission. This may be attributed to the advanced 
state of metabolic imbalance on admission. For this 
reason I insist on a rapid rate of administration of intra- 
venous fluid during the first hour —at least 2 litres, if 
not 3, including at least 1 bottle of plasma. As fluids 
have to be given at a rapid rate and, since an excess of 
sodium chloride is contra-indicated, dextrose water solu- 
tions have to be administered within an hour of initiating 
therapy. This was certainly frowned upon in the past and 
is still decried in some quarters today,’ yet I found it a 
successful method of treatment. It does cause a rise in 
blood sugar initially, and an increase in diuresis, as well 
as a precipitous and sustained drop in the serum potas- 
sium; but these are factors that can be controlled, whereas 
an overdosage of sodium chloride and the cellular dehy- 
dration that ensues have to be corrected by the patient. 
Supplying excessive quantities of sodium for the sole use 
of the extracellular fluid compartment, simply increases 
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the already high osmotic pressure with further dehydration 
of the intracellular compartment of the body. 

4. Treatment of concomitant infection. This must of 
course be carried out early by means of active antibiotic 
therapy. 

SUMMARY 


The results of 2 series of patients in diabetic coma are 
assessed and evaluated in the light of modern work. It 
is emphasized that insulin must be used in much higher 
doses in African patients, and that sodium-containing solu- 
tions must be limited to 3 litres of normal saline in the 
parenteral fluid therapy. Potassium replacement may be 
required as early as 3 hours after the commencement of 
therapy in patients on this regime. 


I wish to thank Prof. E. B. Adams and Dr. J. Kelman 
Drummond for their helpful criticism and advice, and Dr. S. 
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Disler, Superintendent of King Edward VIII Hospital, Durban, 
for permission to publish. 
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SURGICAL PROGRESS IN THE TREATMENT OF MITRAL STENOSIS 


Denis Futter, F.R.C.S. (ENG.) and Davip ADLER, F.R.C.S. (EpINn.), Thoracic Surgeons, Johannesburg 


Mitral valvotomy has been practised in Johannesburg 
since 1951. Mitral stenosis, for which this operation is 
performed, is found extremely commonly in_ thoracic- 
surgical practice and we ourselves operate on 1 case a 
week, on an average. The accepted criteria for operation 
have not altered during this time yet, in spite of the 
high percentage of dramatic cures as well as a currently 
low mortality, a large number of ‘late cases’ are still being 
sent to us for surgery. Where is the delay? Why is it that 
we are still seeing patients for the first time in their fifth 
and sixth decades, with fibrillation and in failure? A review 
of the progress of our techniques and experiences will 
suggest an answer to these questions. 

In our first 50 cases, reviewed in 1953,' we had 7 deaths 
—a mortality of 14%. This was not at that time a very 
alarming mortality when the grave state of many of the 
patients at the time of operation is considered, yet this is 
a mortality which, 7 years later, is quite unacceptable. 


FACTORS INFLUENCING RESULTS 


Consideration of a few important aspects of valvotomy 
will help to elucidate some of the factors which influence 
the results. 
1. Age Incidence 

Fig. 1 gives an analysis of the ages of all cases seen 
in 1954 and 1955. In 1955 nearly half the patients were 
in their Sth decade. The mortality rose with age. In each 
age group there was no mortality below the age of 30 
and 7%, between 30 and 40, but in 1955 there was a 
high mortality above the age of 40, compared with no 
deaths in this decade in 1954. What factor brought about 
this change? Was it related to the greater number of older 
patients? Was there some alteration in technique to account 
for this? There is no doubt that the fact that there were 
more patients over 40 in 1955 was a predisposing cause. 
The poorer myocardium in these older patients, with the 
consequently greater incidence of fibrillation and clot for- 
mation, does provide an important hazard; yet this is 
only a small contributory cause for the raised mortality. 
What then about the technique? 


1954 


1955 
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Fig. 1. Age incidence and mortality in series of mitral 
valvotomies in 1954 and 1955. 
2. Use of the ‘Knife’ 

In the earlier series of cases finger fracture of the fused 
commissures was practised. While this often resulted in an 
orifice of adequate size, in many instances a dangerous 
amount of force was required and equally frequently little 
improvement was effected. Even with a small increase in 
valve area, dramatic symptomatic improvement could be 
expected, but these cases soon returned with recurrent 
symptoms. It was realized that a wider opening would 
have to be the aim in all cases. Whereas a valve diameter 
of } inch increased to 4 or } inch may enable an almost 
bedridden patient to return to full normal activity, the 
benefit is short-lived, depending upon a number of factors, 
not the least of which are the recurrence of true stenosis 
through persistence of the rheumatic process (not in those 
days routinely controlled by continuous antibiotics) and 
rigidity of the valve cusps. Because many of these cusps 
are grossly thickened and calcified, with much adherence 
of the chordae tendinae and papillary muscles, nothing 
less than maximum mobilization will provide a sufficiently 
large orifice. 

If force alone was inadequate, other methods had to be 
employed. For this an assortment of cutting, sawing, and 
distracting tools was devised. That which we have come 
to call the ‘knife’ is a small-bladed instrument devised 
by Brock and attached to the tip of the index finger. 
While in theory this instrument seemed to combine sim- 
plicity with effectiveness, in actual practice it was both 
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dangerous and cumbersome. 
The danger lay in the fact 
that an incision off the line 
of fusion would produce 
incompetence which, at its a 
best, would detract from the 
benefit the patient may other- 

wise have enjoyed and, at its 

worst, would cause early 
death. The instrument was °7, 
cumbersome because it 
severely diminished the de- 

gree of tactile sensation so 
essential to its safe applica- 

tion. In spite of these draw- 

backs the ‘knife’ was used 4 
with increasing frequency 
(Fig. 2) — by 1958 in about 
60% of the cases. e) 2 
3. Mitral Incompetence 

With the use of the ‘knife’ 1954 1955 
the number of incomplete Fig. 2. Use of ‘knife’ in 
valvotomies gradually dimi- mitral valvotomies in 1954 
ished, but at first the inci- 1955. 
dence of incompetence increased (Fig. 3), though often only 
by a slight degree. Whenever it was felt that incompetence 
had been caused, the operation was abandoned, even 
though valvotomy was incomplete, or else attention was 
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Fig. 3. Incidence of mitral incompetence, pre-operatively, 
and after operation, 1954, 1955 and 1959. 


directed to the remaining commissure. However, in a few 
cases, the induced incompetence was of severe degree and 
in 1955 3 patients died as a direct effect of this. During 
the following 3 years our technique and our results 
improved but, with the ever-present fear of induced 
incompetence occurring, the strain on the surgeon was 
considerable. 
4. Ultimate Size of Orifice 

The size of the orifice ultimately obtained is dependent 
upon the state of the valves (thickness, rigidity due to 
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calcification, and the amount of subvalvular fusion of the 
chordae tendinae and papillary muscles) as well as the skill 
and technique of the surgeon. 

It is customary to estimate valve size in terms of surface 
area, but where the valves are thickened and rigid the 
length of separation of the commissures can be more 
reliably assessed. Rigid valves, separated for the whole 
length of the commissure, may function as a long narrow 
slit. The benefit from such a valvotomy would be limited, 
yet pressure from the finger using a force far greater than 
that of the blood stream may separate these 2 cusps 
widely. A wholly misleading evaluation of the functional 
result would ensue. 

The surgeon’s aim is to open the valves along the lines 
of fusion and mobilize them as much as possible. More 
he cannot do. He must therefore attempt a complete 
separation and measure the length of the resultant com- 
missures. Naturally, with supple cusps a completely normal 
orifice may result; with thickened valves it would be guess- 
work to estimate valve area. Varying degrees of success 
must therefore be anticipated, and, although it would be 
naive to expect no failures, these are now becoming rare. 
The partial failures are not the fault of the surgeon but 
rather the fault of the disease. Whether the scarring process 
will continue in the absence of further rheumatic activity 
after valvotomy, is uncertain. There may therefore be 
justification for a plea to have patients subjected to opera- 
tion at an earlier age, after which attempts should be made 
to prevent re-stenosis by use of prophylactic antibiotics 
and steroids. 

The argument that patients should ‘earn’ their valvo- 
tomies is not really valid. Why should these patients 
necessarily lead a restricted life for years with all the 
associated frustrations and the ever-present danger of 
fibrillation and embolization before they can ‘earn’ their 
relief? It is not suggested that asymptomatic cases should 
be operated upon, although the fact that radiological and 
ECG changes in themselves indicate a greatly narrowed 
orifice must be borne in mind. It will be obvious from 
Fig. 4 that, of the cases operated upon in 1954, half had 
inadequate openings, while only 5°, had completely opened 
commissures. In 1954 the mortality was low and the 
incidence of aggravated or induced incompetence was only 
10°, but the ultimate recurrence rate will be 50%, at least. 
In the following year the valves were more satisfactorily 
opened, due to the more effective and frequent use of the 
‘knife’. The mortality and morbidity were higher, but the 
recurrence rate may well be only 12%. It must be noted 
that in those days a repeat operation carried greater risks. 


THE EXPANDING DILATOR 

Fortunately the ensuing 3 years showed a progressive over- 
all improvement but there was still cause for dissatisfaction. 
However, a new era dawned in 1959. In February 1959 
ons of us (D.A.) introduced the Tubbs modification of an 
expanding dilator, first used by Brock for pulmonary 
valvotomy, but for long used by Logan of Edinburgh 
and Dubost of Paris for mitral valvotomy. By the begin- 
ning of 1959 its popularity in Britain had becorne universal, 
to the exclusion of the cutting instruments. 
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Fig. 4. Size of orifice (as measured by diameter of com- 
missure) after mitral valvotomy, 1954, 1955 and 1959-1960. 
(Size of commissure: 1 2=— 3”-14”", and 
3 = 14” and greater.) 


Technique 

The Tubbs dilator* has 
can be set to open at varying diameters up 
to 45 cm. With the usual approach followed 
by assessment of the valve with the right index 
finger in the left atrium, a manual attempt at 
commissurotomy is first made. In a few cases this is 
successful. In the majority recourse is had to the dilator. 
The instrument is inserted through the apex of the left 
ventricle and in a retrograde manner guided through the 
mitral orifice on to the right index finger. One opening 
of the blades across the valves is generally sufficient. The 
commissures split along the lines of fusion and the pro- 
cedure is over in a matter of seconds. A further assessment 
is made with the exploring finger and on occasion a few 
final touches are made to the mobilization. 

It has been our custom to set the blades to open to 
3-5 cm. and, while this is insufficient to cause incom- 
petence, it generally leaves a small portion of one of the 


spreading blades which 


* Recently described by Barnat.* 
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commissures still fused. The finger may complete the 
opening, or the dilator, reset at a slightly larger size, may 
be used. Further reference to Fig. 4 will confirm the 
gratifying results we have been able to obtain since 1959, 
Results 

It will be seen from Table I that among the 83 patients 
operated upon between January 1959 and June 1960 there 


TABLE I. FIGURES FOR FIRST AND REPEAT MITRAL VALVOTOMIES 
AND MORTALITY, FROM JANUARY 1959 To 30 JUNE 1960 


Method Cases IstMV  RepeatMV_ Mortality 
Digital pressure and/ 
or Brock’s ‘knife’ 21 14 7 0 
Dilator 62 49 13 1* 


* Ist valvotomy, due to subacute bacterial endocarditis. 

MV = mitral valvotomy. 

was only 1 death which occurred several weeks after 
successful valvotomy. This was found at autopsy to be due 
to subacute bacterial endocarditis of the mitral valve with 
multiple septic infarcts. 

While a number of patients had a minor degree of 
incompetence before operation, only 3 had any induced 
incompetence afterwards and in all of these the blades 
were set at 4 cm. or more. 

The dilator was not used in 21 cases. Some of these 
were in the early part of 1959 before the dilator was put 
into use; in the others it was not needed. 

There has been no mortality in 20 repeat operations 
(Table I), in 2 of which a minor degree of incompetence 
was produced. This incompetence is more likely due to 
the wide setting of the blades than to disruption along 
misplaced cuts from the previous operation. Nevertheless 
this possibility is seen as the only hazard in the use of 
this instrument for the performance of a repeat valvotomy. 


SUMMARY 
While the family physician may have had some jusifi- 
cation for delaying surgery for his patients in the past, 
current results described in this paper would indicate that 
this is unnecessary and indeed unwise. 
We thank our registrars, Mr. L. du Plessis and Dr. G. W. 
Schepers, who operated on some of the patients in this series. 
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FORTHCOMING INTERNATIONAL MEDICAL CONFERENCES 


The Third International Conference of the International 
Medical Association for the Study of Living Conditions and 
Health will be held on 29 September -1 October 1961 in St. 
Vincent, Aosta Valley (near Turin), Italy, under the title 
‘Living conditions, health and economic development’. The 
preliminary programme is divided into 3 parts: (1) ‘Public 
health as a factor in economic development’ which will include 
‘Rural endemics and agricultural productivity’ and ‘The 
organization of rural medical services and economic develop- 
ment’; (2) ‘The influence of economic development on health’ 
which will include ‘Development of agrarian economy and the 
fight against rural endemics’ and ‘Industrial development and 
its eventual hazards for public health’; and (3) ‘Conclusions — 
Health problems and planning of economic development’. 


Further information may be obtained from the General 


Secretary, International Medical Association for the Study of 
Living Conditions and Health, Burggasse 71/1/6, Vienna 7, 
Austria. 


The Fifth Congress of the International Academy of Legal 
Medicine and of Social Medicine will take place in Vienna, 
Austria, on 22-27 May 1961. The organizers of the Congress 
have arranged as comprehensive a selection of topics as 
possible in order to encourage the active interest not only 
of the representatives of forensic medicine, but also of mem- 
bers of the judiciary and of the international police 
authorities. The official Congress languages will be German. 
English and French. 

Practitioners who are interested in attending this Congress 
are urged to write immediaiely to the Secretariat of the 
Congress, Sensengasse 2, Vienna IX, Austria, for registration 
cards, programmes, hotel reservation cards, etc. 
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VAN DIE REDAKSIE : EDITORIAL 
DIE LIEFDADIGHEIDSFONDS VAN DIE MEDIESE VERENIGING 


Een van die heel besondere dienste wat die Mediese 
Vereniging lewer, is sy werk in verband met die Lief- 
dadigheidsfonds. Die Liefdadigheidsfonds van die Mediese 
Vereniging is etlike jare gelede gestig met die doel om 
‘n trustfonds daar te stel waaruit weduwees en afhanklikes 
van geneeshere gehelp kan word. Die bedoeling was om 
‘n aansienlike kapitale bedrag op te bou wat winsgewend 
belé kon word en waarvan die rente (plus ander gelde 
soos gereél deur die Vereniging) gebruik kon word om 
gereelde toelaes aan verdienstelike gevalle van afhanklikes 
van geneeshere te betaal, waar sulke afhanklikes in ‘n 
onbevredigende finansiéle toestand agtergelaat is. 

Die manier waarop die fonds op die oomblik ge- 
administreer word, is soos volg: Die kapitale bedrag van 
die fonds is belé en die jaarlikse rente plus ‘n gelyk- 
staande bedrag van die bydraes tot die fonds gedurende 
elke enkele jaar, word geneem om toelae uit te betaal 
aan persone wat uit die fonds gehelp word. Aanbevelings 
oor wie toelaes moet ontvang en oor hoe groot die 
toelaes moet wees, word deur die verskillende Takrade 
van die Vereniging gedoen, en die Federale Raad ken 
dan die toelaes toe. Elke geval word natuurlik eers deeglik 
ondersoek ten opsigte van sy behoeftes voordat die toe- 
kenning van die toelaag gemaak word. Alhoewel die 
afhanklikes van afgestorwe lede van die Vereniging voor- 
keur geniet, word bystand soms ook verleen aan afhank- 
likes van diegene wat nie lede van die Mediese Ver- 
eniging was nie. 

Om in staat te wees om soveel hulp as wat nodig mag 
wees aan soveel begunstigdes moontlik te verleen, is dit 
natuurlik belangrik om die kapitale bedrag waaruit die 
fonds bestaan so groot as moontlik te maak. Die vier 
vernaamste inkomstebronne van die Liefdadigheidsfonds 
is soos volg: 

1. Donasies. Persone of groepe maak van tyd tot tyd 
bydraes tot die fonds. Geen bydrae is te klein om welkom 
te wees nie, want in hierdie opsig is die spreekwoord 
maar al te waar dat ‘alle bietjies help’. Gedurende die 
laaste aantal jare het die gebruik egter by sommige takke 
ontstaan om spesiale pogings aan te wend om aansienlike 
somme geld vir die Liefdadigheidsfonds bymekaar te maak. 
Hierdie pogings deur die Takke word gewoonlik deur 
plaaslike reélingskomitees gedoen waarop die vrouens 
van geneeshere en ander belangstellendes dien. Op hier- 
die manier was dit moontlik vir sommige Takke om 
byvoorbeeld £800 of meer op ‘n slag tot die fonds by 
te dra. En met lofwaardige ondernemingsgees het die 
Suid-Transvaalse Tak al op meer as een geleentheid die 
groot som van £2,500 tot die fonds bygedra. 

2. In Memoriam-bydraes. Die gebruik het by genees- 
here ontstaan om by die afsterwe van naasbestaandes of 
vriende ‘n bydrae tot die Liefdadigheidsfonds te stuur in 
plaas van om kranse te stuur of ander materiéle hulde- 
blyke te betoon. In hierdie gevalle word ‘n paslik-bewoorde 
kaartjie van deelneming dan deur die Vereniging namens 
die bydraer aan die naasbestaandes van die afgestorwene 
gestuur. ‘ 
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3. Bydraes word ook dikwels aan die Liefdadigheids- 
fonds gemaak as erkenning van ,dienste gelewer’ deur een 
geneesheer aan ‘n ander. Aan die kollega wat die dienste 
gelewer het, word ‘n kaartjie van bedanking gestuur waar- 
op vermeld word dat sy dienste waardeer word. 

4. Nalatenskappe vorm ‘n welkom bron van inkomste 
van die Liefdadigheidsfonds en bemakings vir hierdie 
doel moet sterk aanbeveel word. 

Die Liefdadigheidsfonds van die Mediese Vereniging 
is goed bekend aan ‘n groot aantal lede van die Vereniging 
wat tot dusver gereeld donasies en bydraes gegee het. 
Daar is egter nog baie lede wat nie weet dat so ‘n fonds 
bestaan nie. Daar word besef dat as die aandag van lede 
op die fonds gevestig word, die gevolg sal wees dat ruimer 
geleentheid vir die Vereniging geskep sal word om diegene 
wat bystand nodig het, tot hulp te kom. Met hierdie doel 
voor oé het die Vereniging ‘n spesiale boekie opgestel 
(wat min of meer soos ‘n tjekboek lyk en dieselfde for- 
maat het). Op die vorms in die boekie kan voornemende 
bydraers aandui of hulle In Memoriam-bydraes wil maak, 
of bydraes vir dienste gelewer, en of hulle nalatenskappe 
aan die Liefdadigheidsfonds wil bemaak. Hierdie boekies 
kan op navraag van die Sekretaris van die Mediese Ver- 
eniging (Posbus 643, Kaapstad) verkry word, en dit sai 
goed wees om so ‘n boekie in ‘n laai byderhand te hou 
sodat dit te eniger tyd beskikbaar kan wees wanneer 
geneeshere die behoefte mag voel aan andere hulp te 
verleen deur bemiddeling van die Vereniging se Liefdadig- 
heidsfonds. 

Langs hierdie weg wil ons graag ‘n beroep doen op alle 
individuele lede van die Vereniging en op alle Takke en 
Afdelings om alles in hulle vermoé te doen om hierdie 
fonds te steun. Daar is ‘n groot en dringende behoefte 
by baie naasbestaandes van geneeshere wat in ’n baie swak 
finansiéle posisie verkeer. Die nood is so groot dat die 
Komitee wat met die administrasie van die fonds belas 
is, dikwels nie weet wat om te doen nie. Deur saam te 
staan om die Liefdadigheidsfonds van die Mediese Ver- 
eniging tot so ‘n groot en sterk fonds as moontlik op te 
bou, kan ons in staat gestel word om ‘n waardige en 
edele gebaar te maak aan die nagedagtenis van ons ont- 
slape kollegas. 
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THE BENEVOLENT FUND OF THE MEDICAL ASSOCIATION 


One of the special services rendered by the Medical 
Association to its members and their dependants, is the 
organization and administration of the Benevolent Fund. 
The Benevolent Fund of the Medical Association was 
established some years ago with the object of providing 
a trust fund in order to help necessitous widows and 
dependants of medical practitioners. It was envisaged that 
_a considerable amount of money would be raised Which 
could be invested; the interest on this money (and such 
other additional sums as the Association may decide on) 
would then be used to pay grants to deserving cases of 
dependants of doctors who have been left without a means 
of livelihood. 

The Fund is at present being administered on the follow- 
ing lines: The capital of the Fund is invested and the 
interest on this money, and an equal amount from the 
contributions made to the Fund in the course of every 
year, are used to pay grants to the beneficiaries of the 
Fund. Grants are made by the Federal Council, each 
recommendation being carefully scrutinized. Although the 
dependants of deceased members of the Association are 
given preference, help is sometimes afforded to the 
dependants of those who were not members of the 
Association. 

In order to be able to help as many dependants as 
possible, it is necessary that the capital amount of the 
Fund be built up continuously. The four main sources 
of income of the Fund are: 

1. Donations. Persons or groups contribute to the Fund 
from time to time. No contribution is too small to be 
welcome; here as everywhere it is true that every little 
helps. During the last number of years it has become 
customary for Branches to make special efforts to con- 
tribute considerable amounts of money to the Benevolent 
Fund. These efforts by the Branches are usually organized 
by special local committees on which the wives of doctors 
and other interested persons serve. In this way it has been 
possible for some Branches to contribute an amount of 
£800 or more to the Fund. The Southern Transvaal 
Branch has, on more than one occasion, contributed the 
generous amount of £2,500. 

2. Contributions to the Fund are sometimes made ‘in 
memoriam’, i.e. in lieu of wreaths or other tributes. In 
this case a suitably worded votive card is sent to the 
next-of-kin. 

3. Contributions are often made to the Fund ‘for 
services rendered’ by one practitioner to another. In this 
case an acknowledgement card is sent to the doctor who 


has rendered the service, indicating that his assistance 
has been appreciated. 

4. Bequests are always welcome as an _ additional 
source of income to the Fund. 

The Benevolent Fund has been well known to a large 
number of members of the Association who, in the past, 
made regular donations and other contributions; but there 
are still many members who are unaware of the existence 
of the Fund. It is realized that if the attention of members 
is directed to the Fund, it will result in increased oppor- 
tunity for assistance by the Association to those who are 
in urgent need of help. For this purpose a special bosk- 
let resembling a cheque book has been prepared. By filling 
in a form in this booklet a prospective contributor can 
indicate whether he wishes to make a contribution for 
‘services rendered’, ‘in memoriam’, or whether he desires 
to bequeathe a legacy to the Benevolent Fund. It may 
be advisable to keep this booklet, which can be obtained 
from the Secretary of the Association, P.O. Box 643, Cape 
Town, in a drawer of a desk so that it may be available 
whenever it is needed to help others through the medium 
of the Benevolent Fund of the Association. 

We should like to appeal urgently to all individual 
members of the Association and to all Branches and 
Divisions to do everything in their power to support this 
Fund. Many near relatives of deceased doctors are in dire 
need of help. The need is so great that the Committee, 
which has been entrusted with the administration of the 
Fund, often does not know how to discharge its responsi- 
bilities. By cooperating in building up the Benevolent 
Fund of the Association into as strong a Fund as possible, 
we will be taking advantage of the opportunity to make 
a worthy and noble ,gesture to the memory of our 
deceased colleagues. 


The Secretary of the Medical Sssociation of 
South Afoica, the of the South Sfpican 
Medical Journal, and the olher members of the head 
Slice of the Aasociation, extend hearty Christmas 
grodlings ald members of the SAssocialion and alt 
readers and supporters of the Journal, and wish them 
a happy and prosperous New Gear. 


A REVIEW OF NINE YEARS’ (1951-1959) SURGICAL EXPERIENCE WITH 


CANCER OF THE CERVIX UTERI IN 
SOUTH 


CAPE TOWN, 


THE GROOTE SCHUUR HOSPITAL, 
AFRICA 


James T. Louw, Cu.M., F.R.C.0.G., Professor of Obstetrics and Gynaecology, University of Cape Town 


He who undertakes a study of cancer has to be a stayer 

-yet he must have latent sprinting qualities. Should he 
be surgically inclined, the staying qualities must predomi- 
nate. The long uphill road, with its many disappointments, 
looms continuously ahead. After a considerable amount 


of hard study and skilful training comes the first satis- 
fying, but fleeting realization that the operative technique 
—an anatomical exercise — has been mastered. This satis- 
faction is evanescent since cancer cannot always be cured in 
the light of present-day knowledge. Not only is the road a 
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steep one, it is also bumpy and winding. Behind each 
corner many sidetracks are found. It is often impossible 
to know which is the true road to follow. Courage is 
required to be able to turn back once the worker finds 
himself on the wrong track. 

Failures make deeper impressions than do successes. 
Patients suffering from recurrence of the disease visit the 
out-patient department at increasingly frequent intervals 
and are eventually admitted to hospital where they are 
seen daily, whereas most patients who are (as yet) classi- 
fied as successes are expected to visit at intervals varying 
from 3-6 months or more, i.e. they are seen relatively 
infrequently. On any steep climb it is both necessary and 
refreshing to take a ‘breather’. While doing this it is 
pleasant to survey or review the territory already covered. 
Care must be taken not to allow this ‘breather’ to become 
a long rest or to indulge too long in the survey. 


REVIEW OF NINE YEARS’ SURGERY 

This paper reviews the work done in the surgical treat- 
ment of patients suffering from cancer of the uterine 
cervix between the years 1951 and 1959 inclusive. 
Indications for Operation 

Initially, the indications for operation were those put 
forward by Read,° viz. 

1. A recurrence of the disease following adequate radio- 
therapy. 


TABLE I. CARCINOMA OF THE CERVIX, 1951 - 1954 


No. Glands December 1959 
Year of --- 
cases Involved or not’ No. Condition No. 
Alive 0 
Involved 0 
{ Dead 0 
1951 
( Alive 4 
Not involved 
L L Dead 3 
( Alive 0 
Involved 5 
1 Dead 
1952 
Alive 
Not involved 3 
| 1 Dead 2 
( Alive 0 
Involved 4 ¢ 
; | | Dead 4 
1953 
( Alive 5 
Not involved 
| Dead 
( ( Alive ? 
Involved 
| Dead 5 
1954 x 
( Alive 5 
Not involved 10 Untraced 2 
L Dead 3 
( Alive 2 
Involved 16 1 
_ Dead 14 
Total .. 43 
Alive 15 
Not involved 27 Untraced 2 
| Dead 10 


2. The existence of contra-indications to radiotherapy, 
e.g. coexisting pelvic inflammation, ovarian tumours, large 
fibroids, etc. 

3. Refusal of radiotherapy by the patient. 

Gradually the indications for operation increased until 
all patients with cervical carcinoma were offered 
surgery, either when radiotherapy is contra-indicated or 
when this treatment is completed, as suggested and done 
by Schlink.2 During the years 1951-1954 the type of 
operation performed was according to the technique of 
Bonney... From 1955 onwards the attack on the lymphatics 
has been far more radical, i.e. as outlined by a few authors 
in Meigs” excellent book. In a few years’ time, therefore, 
it will be of interest to review all these figures. 


Results for 1951 - 1954 
Table 1 shows that 43 patients suffering from cervical 
cancer underwent the Wertheim operation during this 


TABLE Il. CARCINOMA OF THE CERVIX, 1955 - 1959 


No. Glands December 1959 
cases Involved or not No. Condition No. 
{ Alive 0 
Involved 11 < Untraced 
Dead 10 
1955 27 
Alive 11 
Not involved 16 Untraced 2 
Dead 3 
( Alive 6 
Involved 12 Untraced 1 
Dead 5 
1956 
Alive 12 
Not involved 22 
q Dead 10 
Alive 4 
Involved 9 
1 Dead 5 
1957 
{ Alive 21 
Not involved 24 
1 Dead 3 
( Alive 
Involved 11 
Dead 4 
1958 
{ Alive 27 
Not involved 30 ¢ 
| Dead 3 
( Alive 4 
| | Dead 1 
1959 
1 ( Alive 15 
| Not involved 16 < 
L | Dead 1 
( Alive 21 
48 Untraced 2 
| Dead 25 
Total 
( Alive 86 
Not involved 108 Untraced Z 
Dead 20 


4-year period. Of these 43 patients, 16 had cancerous 
involvement of the glands. Two of these 16 patients are 
alive. In 27 patients, where no metastases in the glands 
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were found, 15 were alive and well in 1959. Ten are dead 
and 2 cannot be traced. 

Glandular involvement is no criterion of the duration 
or even of the stage of the disease. It is possible that 
there are at least 2 types of cervical cancer, viz. one 
spreading rapidly and killing surely, and the other more 
readily cured because of slow spread by continuity and 
contiguity. This is comparable to the modes of inflam- 
matory spread so aptly described by Fry,‘ i.e. the readily 
diffusing type of spread found with the streptococcal 
infections and the more halting and localizing variety 
encountered when staphylococci are the aetiological 
agents. 


Results for 1955 - 1959 

Table Il demonstrates that it does not take 5 years 
for the more readily spreading cancer to kill, i.e. when 
glands are involved (no matter if only 1 isolated metastasis 
is found) the prognosis tends to be uniformly poor; in 
most other series, e.g. those of Schlink® and Antoine,' it 
is more favourable. 

The patients operated upon in 1955 certainly seem to 
have followed their forerunners with a monotonous and 
tragic regularity. Obviously, no conclusions may be drawn 


TABLE Ill. EXENTERATIONS, 1951 - 1959 
No. Glands December 1959 
Year of 
cases Involved or not’ No. Condition No. 
1951 or Involved 1 Dead 1 
1953 on 1 Not involved 1 Dead 1 
Alive l 
Involved 
Dead 3 
1954 
Alive 1 
Not involved 
Dead 3 
Alive 1 
Involved 
1955 ie, Dead 1 
Not involved 1 Dead 1 
Involved l Dead 1 
1956 
Not involved 4 Dead 4 
Alive 1 
Involved 5 Untraced 1 
Dead 3 
1957 
Not involved 1 Dead 1 
Involved ead 
1958 
Not involved 1 Dead 1 
1959 oe Not involved 3 Dead 3 
Alive 3 
Involved 14 Untraced 1 
Dead 10 
Total 
Alive 1 
Not involved 15 
Dead 14 
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from the study of Table Il. The comparison, however, 
between those alive and dead, when glands are involved 
is. to say the least, most discouraging. 

Exenterations 

While considering these depressing results, let me fill in 
the unhappy picture and study the results of cervical 
cancer sufferers who have had exenterations in an attempt 
to eradicate a widely-spread disease. 

The toll taken by the disease despite the most major 
surgery is still very high. Out of a total of 29 exenter- 
ations (Table III) for cervical cancer, 4 patients are known 
to be alive. These depressing results cannot be made more 
palatable by stating that 2 patients operated upon in 1954 
were alive and well (and free of cancer) in December 
1959 or that a number lived for 2 or more years. It is 
obvious that these results are not significant. What is 
more, many of the patients who survive exist in dis- 
comfort following the operation — although, in all proba- 
bility, they would have died earlier and have had more 
discomfort had the operation not been performed. When 
confronted with a patient who has a cervical carcinoma 
infiltrating both bladder and vagina, causing a evil-smell- 
ing, cancerous vesicovaginal fistula, we must offer her 
some help. An exenteration in such a case is palliative 
and possibly curative. 

It must be emphasized that practically every woman 
in this series who died, died of cancer or because of it. 
Only 2 patients died within hours of the operation. The 
first had an exenteration in 1951. She was extremely badly 
chosen and should never have been submitted to the 
operation, since her electrolyte balance was grossly abnor- 
mal. She harboured a stage 3-4 cervical cancer and 
became anuric immediately after the application of radium. 
The operation was unwisely done at this stage. The other 
patient was lost because a rapid, uncontrollable pulmonary 
oedema developed during the first night following the 
exenteration. The reasons for the good immediate post- 
operative results usually obtained are that extensive electro- 
lyte studies are done. Corrective procedures are instituted 
as soon as the slightest abnormality presents itself. Unfor- 
tunately, our patients sometimes come from distant areas, 
so follow-up studies are difficult. There have been quite 
a number of late postoperative complications, and it has 
been impossible to get a clear picture of them. 

It is only too obvious that the commonest complication 
concerns the urinary tract. As far as is known, only | 
of the Wertheim group has developed a ureterovaginal 
fistula and 4 have developed vesicovaginal fistulae. 

When it comes to exenterations, especially the posterior 
variety, the urinary complications are legion. It can readily 
be understood that when the sacrum is left bare, with 
nothing between it and the bladder, this organ inevitably 
becomes adherent to the sacrum. Interference with inner- 
vation and blood supply usually gives rise to difficulties 
in micturition. This in turn may lead to urinary stasis, 
which is invariably followed by infection. Further demands 
are thus made on an already impaired blood supply. This 
commonly results in fistulae, whether the exenteration is 
done for cervical or other pathology. 

Preventive Measures 

However, it is well known that neither surgery nor radio- 

therapy nor even a combination of these methods of 
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wever, treatment is satisfactory. The cure for cancer is still well TABLE IV. PAPANICOLAQU SMEARS PERFORMED, 1955 - 1959* 
volved peyond our grasp, and an all-out search for its cause and Y Pati 5. Positi 
cure is a world-wide undertaking. In an attempt to prevent yd — reo ae 
ee in a i 1955 (from 4 February) 593 1,186 19 
this disease, we are in duty und to use whatever 956 bs te 692 1,384 33 
fill in measures we can. In a _ previous article I stated 1957 822 1,644 18 
ervical | that cervical erosion and vaginal discharge clinics were 
ttempt instituted in the Groote Schuur Hospital in 1954.° A 44 3,2 3 
otal 6,437 12,874 208 
Papanicolaou’ smears have been taken from patients at 
maj * These figures were kindly supplied by Mr. N. Constantine, F.R.M.S., of 
Jor 0 the Department of Obstetrics and Gynaecology, University of Cape Town and 
center- 4 ¢ Cape Provincial Administration. 
known ; + One of these was positive for a tubal carcinoma. 
More 
1 1954 ' these clinics since 1955° and from all new patients at the 
ember : gynaecological out-patient department since February 1959. 
. It is oF . Table IV and Fig. | demonstrate the gradual beginnings 
hat As : in this department followed by wider coverage in the 
field of cytology. 
ges That cancer is possibly preventable may be demonstrated 
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| stasis. Fig. 2. Graph showing number of cases of carcinoma-in- 
ds 1 situ seen at Groote Schuur Hospital between 1953 and 
This 1955 1956 1057 1958 1959 
tion is YEARS 1. E.N. had smears taken in the ‘erosion’ clinic on 
Fig. 1. Graph showing relationship between number of 25 February 1955 (P.31). A diagnostic snip from the cervix 
on was considered imperative. However, she defaulted and 
radio- smears) were performed and positive results. (Unbroken : a) 
és of line indicates no. of patients examined in 1000s; broken this ig ot a do ne. On a February 1959 she reported to 
line indicates no. of positives in 10s.) the ‘vaginal discharges’ clinic when the smears revealed 
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frank cancer cells. Biopsy confirmed the presence of 
cancer. 

2. P.Z.’s smear (P.1213) revealed atypical cells on 29 
November 1956. She did not reappear until 9 February 
1959 when abnormal cells were revealed once more. The 
report on her biopsy (1700/59) read: ‘Epidermization of 
cervical glands. Some atypicality, not to the same extent 
as seen in carcinoma-in-situ’. 

Cone biopsies are taken in all cases with positive or 
doubtful smears and numbers of sections are studied. 
I must emphasize that smears are not taken from obvious 
cases of cervical cancer; histological sections are done as 
a matter of routine. Carcinoma-in-situ has been diagnosed 
more frequently since the advent of exfoliative cytology. 
Table IV is interesting since it shows a major increase in 
positive smears in 1956. We thought that a further increase 
in positive smears in carcinoma-in-situ would be found 
when a social worker was employed, and this proved to be 
so. In 1959, 18 cases were found, as shown in Fig. 2-a 
graph of the number of patients harbouring a carcinoma- 
in-situ diagnosed annually since 1953. 

Possibly, by ‘diagnosing the cancer before it has 
occurred’, it may be prevented. Gradually work will be 


NUMBER OF CASES 


8 


Fig. 3. Graph showing number of cases of carcinoma of 
the cervix admitted annually to Groote Schuur Hospital 
between 1951 and 1959, divided into 3 groups depending 
on the distance of the patients’ homes from the hospital. 
Figures in brackets under the years show the total 
number for each year. (—-—— = patients from city + 
radius of 10 miles (A), —--—-—- = patients from radius 
between 10 and 100 miles, ------- = patients from 
further than 100 miles.) 


S.A. MEDICAL JOURNAL 


24 December 1960 


done to prevent it from even showing a likelihood of 
occurring. It is imperative to have a social worker who 
is both interested in this type of work and on the alert 
in order to sort out all reports and to arrange hospital 
admission of patients, with positive or doubtful smears, 
for thorough investigation. Defaulters cannot be afforded, 
since it is much less expensive to prevent cancer than to 
treat it. It is our endeavour to constantly lower the number 
of cervical cancer sufferers admitted to the Groote Schuur 
Hospital by doing our utmost to prevent the disease. We 
hope to do so by good postnatal care, by the adequate 
treatment of erosions and discharges, by the detection 
of cases by the smear technique and colposcopy, and by 
the preaching of cleanliness in both males and females, 

Fig. 3 depicts the number of patients with cervical 
cancer admitted annually. We fervently hope that graph 
(A) reached its zenith in 1956 and that the decline will 
now be steady and progressive. Once this is established 
it might be argued that a grip on the situation has been 
attained and that attention must be focused further afield. 
Obviously, no conclusions can be reached from the study 


of this graph. Adequate plotting against population. 


figures, etc. is essential. 


CONCLUSIONS 


It is immediately evident that no attempt was made at 
‘staging’ the disease since this is deemed unnecessary. 
It is essential to deal with this vast problem by the 
establishment of an active team consisting of an early 
diagnostic and, possibly, a preventive service, and also 
of social workers. It is thought that, if more emphasis 
is placed upon these aspects, there might yet be less 
use made of radiotherapy and surgery. In prevention 
lies one ray of hope for the future. 

With present-day knowledge, once the disease has taken 
root, it seems that Read’s postulates® are still the soundest 
principles to follow. Radiotherapy is the spearhead in the 
attack, and surgical treatment is dependent upon the reac- 
tion of the cancer to radiotherapy, or upon associated 
pathology ruling out the use of this approach either 
physically or mentally. 


I am indebted to the Staff Research Fund, the Fourcade 
Bequest and the Dr. C. L. Herman Research Fund, and funds 
from an anonymous donor, for the essential financial assist- 
ance without which this work could not have been possible. 
My sincerest thanks go to Mr. N. D. Constantine (cytology), 
Mrs. C. Hall (follow-ups), the Department of Pathology, 
University of Cape Town/Cape Provincial Administration, 
including Chemical Pathology and Bacteriology (histology, 
biochemistry and bacteriology) for their kind, trusted and 
unfailing efforts, and to Mrs. U. K. Apsey for her constant 
work in ‘channelizing’ the many details. 
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MINUTES OF MEETING OF FEDERAL COUNCIL HELD IN VEREENIGING ON 19, 20 AND 21 
OCTOBER 1960 


(Continued from p. 1079 of the Journal for 17 December 1960) 


FRIDAY 21 OCTOBER 


The meeting commenced at 9.10 a.m. 


50. Recognition of Insurance Company Groups. It was 
reported that following the resolution taken at the last Meeting 
of Council, applications had been received for the approval of 
a considerable number of groups within the two insurance 
companies. Of those received, between 800 and 900 were 
satisfactory and could receive the approval of Council. 

After short discussion Council Agreed that these groups be 
Approved. Council further Agreed that, if it was so desired, 
the insurance companies concerned could include these groups 
in the special over-all group which might be formed in accor- 
dance with Recommendation (3) contained in Minute 48 
above. 

51. Income Ceiling for Medical Aid Societies. Mr. Macken- 
zie referred to the recommendation of the Central Committee 
for Contract Practice put to Council, which had been deferred 
from the Meeting on the previous evening, reading: ‘That as 
the rule restricting the number of members of a medical aid 
society earning over £1,750 to 3% which has constantly been 
applied has never been confirmed by Council, the Committee 
recommends that the relevant clause be deleted from the rules 
governing medical aid societies’. 

It was pointed out that the Executive Committee had agreed 
to endorse this recommendation and to recommend in addition 
the abolition of the ceiling of £2,500 for approved medical aid 
societies. 

Council Agreed accordingly. 

Reference was made to a recommendation by the Southern 
Transvaal Branch in this regard and to the recommendation 
of the Committee ‘That the proposal of the Southern Transvaal 
Branch be not supported, because it entails a change of policy, 
is considered impracticable and the profession will lose finan- 
cially by having to charge rate> less than the Tariff of Fees’. 
Council Agreed to the Comn»itee’s recommendation. 

52. Approval of New Medical Aid Societies. The Committee 
recommended to Council that the following new medical aid 
societies be approved: 

(a) British General Electric Company (Pty.) Ltd. Medical 
Aid Society, 

(b) Commercial and Industrial Medical Aid Society. 

(c) First Electric Corporation of South Africa Medical Aid 
Fund (contingent on Council being satisfied with income group 
of members). 

(d) Santam Onderlinge Mediese Hulpvereniging. 

(e) Springs Industrial Benefit Fund. 

(f) S.A. Pulp & Paper Industries Medical Aid Society (for 
specialist services only). 

Council Agreed that these Societies be Approved. 

53. Amendments to Constitutions. It was reported that the 
Committee recommended that the amendments to the Constitu- 
tions of the following societies be approved: 

(a) African Explosives Medical Aid Society. 

(b) Associated Employers Medical Aid Society. 

(c) Federation of Master Printers Medical Aid Society. 
2. General Mining (Associate Companies) Medical Aid 
Society. 

(e) Hubert Davies Staff Medical Aid Society. 

(f) Masonite (Africa) Ltd. Medical Aid Society — open 
panel at per capita rate in Estcourt. 

(zg) Municipal Employees Medical Aid Society (Durban). 

(h) Natal Industries Medical Aid Society, 

2 a Consolidated Goldfields Employees Medical Aid 
Society. 

()) S.A. Breweries Ltd. Medical Aid Society. 

(k) Wright, Boag & Head Wrightson Sick Benefit Fund. 

Council Agreed accordingly. 

It was mentioned by Dr. Marchand that the Corner House 
Insurance Fund had been asked by the Registrar of Friendly 
Societies to change its name to ‘Corner House Medical Aid 
Fund’. Noted. 


54. Capitation Fees for Benefit Societies. It was reported 
that the Committee had given renewed attention to this matter 
and had agreed to recommend to Council that the fees agreed 
2 oa the relevant Groups, as set out hereunder, be con- 
irmed: 

(a) Anaesthetics. Appointments to benefit societies to be 
made on a sessional basis, sessions to be of 4 hours’ duration. 
Remuneration to be at the rate of £3. Os. Od. per hour of the 
scheduled booked session. No appointments to be made for 
less than one half-session of 2 hours, All work done outside 
a session to be on an open-panel basis at medical aid tariff. 
Intra-thoracic, neurosurgical and plastic surgical cases to be 
remunerated on an open-panel basis at the medical aid tariff. 
The cost of drugs and materials to be borne by the benefit 
society. 

Council Agreed. 

(b) Radiology. A maximum reduction of 15% on _ the 
medical aid tariff for societies whose members belong to the 
lowest income groups, and lesser reduction for societies with 
members in higher income groups. According to a later 
memorandum from the Radiological Society, the fees for a 
society which supplied the equipment, materials and consulting 
room staff would be specially negotiated according to the 
needs of the case. 

Council Agreed. 

(c) Pathology. A maximum reduction of 20% on the medi- 
cal aid tariff for societies whose members belong to the lowest 
income group. Societies of higher income groups would be 
allowed smaller reductions. 

Council Agreed. 

(d) General Practice. That no change be made in the fees 
as adopted at the previous Meeting of Council, as they are 
minimum rates and may be raised for societies consisting of 
members in higher income groups. 

Members were reminded that the rates laid down at the last 
Meeting of Council were 27s. 6d, and 84s. for Europeans, and 
18s. 6d. and 55s. for non-Europeans. 

It was proposed by Dr. Agranat, seconded by Dr. Penn, 
that the figure of 84s. be raised to 90s. On being put to the 
vote, this was Carried with 4 dissentient votes. 

55. Charges for Inoculations in Times of Epidemics or 
Threatened Epidemics. Council was reminded that the Com- 
mittee had recommended at the last Meeting of Council that 
the fees should be Ss. and 7s. 6d. each for vaccinations and 
inoculations respectively. The Committee now recommended 
that the fees apply up to a total of 25 persons and that there- 
after the charges be 50% of the relevant fee. 

Discussions followed, during which it was pointed out by 
some members that these fees might be considered to be high 
in certain circumstances. Mr. Mackenzie stated, however, that 
there was no reason why lower fees should not be charged 
if the circumstances warranted a lower fee. 

After further discussion the recommendation was put to the 
vote and was Carried with 4 dissentient votes. 

56. Natal Coal Owners (Durban Stajf) Medical Aid Society. 
It was reported that this Society had requested information 
regarding its position if the average income of its staff should 
exceed £1,100 per annum. 

Council Agreed that it should be pointed out to the Society 
that the rule must be adhered to. 

57. Amendment of Tariff cf Fees for Approved Medical 
Aid Societies. Mv. Mackenzie reported on the negotations 
which had taken plece in this regard. He mentioned a number 
of alterations which would be found in the new Tariff Book 
and which had been agreed upon at a joint meeting with 
representatives of the medical aid societies. 

Council Agreed that the proposed amendments be Approved. 

Council further Agreed that the request of the medical aid 
societies, that a new issue of the Tariff Book be printed in 
which the fees would be set out in decimals, be granted. 

58. Limitation of Fees for Psychiatric Conditions. A memo- 
randum from the Group of Neurologists, Psychiatrists and 
Neurosurgeons was submitted, and after short discussion 
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Council Agreed that a deputation from the Group be invited 
to meet the Executive of the Central Committee for Contract 


Practice in order to discuss this whole question. 

59. Anaesthetic Fees for S.A.R. & H. Sick Fund in Cape 
Western Area. It was reported that the S.A.R. & H. Sick Fund 
had approached anaesthetists for a reduction in the fees 
charged to members of the Fund because the members be- 
longed to a lower income group than members of medical aid 
societies. There were no appointments to the Fund in the Cape 
Western area, and the work was done on an open-panel basis 


at medical aid rates. The Committee had agreed to recommend - 


to Council ‘That approval be given to the Committee’s opinion 
that it can see no objection to a suitable discount being given 
which could be arranged locally by the Branch, and that in 
the meantime the opinion of the South African Society of 
Anaesthetists be obtained’. 

Council Agreed to the recommendation of the Committee. 

60. South African Police — Definition of ‘Child’ Dependant, 
and Responsibility for Treatment of Certain Prisoners and 
Medico-legal Work. It was reported that the Committee had 
considered this matter and had agreed to recommend to 
Council “That the definition of ‘child’ dependant, as described 
in South African Police Regulation 27(3), be accepted’. Coun- 
cil Agreed accordingly. 

It was reported further that the Committee required further 
clarification of the statement that ‘This Department is also 
liable for the cost of medical treatment of prisoners in police 
custody and the cost of medico-legal work’, to which categories 
the Commissioner of Police requested that the Tariff should 
also apply. In view of the uncertainty as to what might be 
involved, Council Agreed that this matter be referred back 
to the Committee for clarification. 

61. Mines Benefit Society — Appointments of Specialists. It 
was reported that representatives of the Branches concerned 
had met together and had also met representatives of the Mines 
Benefit Society to draw up recommendations for acceptance 
by their respective Branches. The recommendations made were 
as follows: 

‘(a) That the proposed increases by the Mines Benefit 
Society be accepted by the Branches concerned, as a tempo- 
rary measure subject to annual review and negotiation. 

‘(b) That permission be given to the Mines Benefit Society 
to make permanent part-time appointments in the specialities 
of gynaecology, medicine, orthopaedics and urology, in place 
of the temporary appointments held at present; the permanent 
appointments to be advertised. 

‘(c) That the proposals in regard to the creation of part- 
time surgical assistants be referred to the Mines Benefit 
Societies Medical Officers’ Group for consideration and 
negotiation; the views of the Society’s surgeons to be obtained 
thereon. 

‘(d) That the Mines Benefit Society be informed that the 
basis of remuneration which it had adopted for its part-time 
specialists was considered to be unrealistic and vague, and that, 
in the opinion of the Branches concerned, the “per capita 
rate” was a rational formula which should be accepted.’ 

The Committee had agreed to recommend to Council that 
a= recommendations be approved. Council Agreed accord- 
ingly. 

In moving the adoption of his Report, Mr. Mackenzie paid 
tribute to the valuable assistance rendered by (or. Marchand 
and to the work of his Committee. Dr. Dry seconded this vote 
of thanks and it was passed with acclamation. 

The adoption of the Report of the Committee was Carried. 


AUGMENTED EXECUTIVE COMMITTEE FOR THE TRANSVAAL 


62. Report of the Augmented Executive Committee for the 
Transvaal. In the absence of Dr. Struthers, Dr. Turton pro- 
posed that the Report be received and that it be dealt with 
seriatim. Council Agreed. 

63. Provision of Radiological Services in Public Hospitals. 
It was reported that the Committee had considered certain 
difficulties which had arisen as a result of a change in policy. 
Consequently it had been agreed to recommend to Council that 
it reiterate the resolution adopted by it in April 1959, namely: 

‘This Federal Council considers that — 

‘(a) all patients in Provincial hospitals requiring radiological 
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examination should be referred to a specialist radiologist if 
one is available; 

‘(b) in accordance with its policy of opposition to “farming 
out”, all private patients in Provincial hospitals should be 
referred to a private radiologist where one is available.’ 

Further, it had been agreed to recommend to Council ‘That 
Council authorizes the Committee to make representations to 
the Province, requesting it to amend its present regulations so 
as to make it compulsory for both private and hospital patients 
to be examined by a radiologist where one is available’. 

_ Council Agreed to the first of the Committee’s recommenda- 
tions. 

Discussion took place regarding the second recommendation 
and as a result it was proposed by Dr. Troskie, seconded by 
Mr. Currie, ‘Dat hierdie saak na die Uitvoerende Komitee 
terugverwys word om in oorleg met beide die radioloé en die 
Provinsiale Administrasie die ongerymdhede in die praktyk reg 
te stel’. Council Agreed. 

Council further Noted a notice of motion over the names 
of Dr. Troskie and Dr. Gilliland, “Dat die vorige besluit van 
die Raad op die volgende Vergadering heroorweeg en indien 
nodig geskrap word’. 

64. Objection to the Present Regulations of the Province 
in Connection with Collection of Fees from Private Patients 
Radiologically Examined in Provincial Hospitals. Dr. Combrink 
reported on an interview with the Director and Secretary of 
the Hospitals Services Department held on 20 September 1960, 
and also on a letter subsequently received from the Director. 
He stated that the Province would under no circumstances 
revert to the system previously in force whereby the Province 
collected a full radiological fee from the patient and paid 
two-thirds of this fee to the private radiologist. The Province 
would, however, consider on its merits any application by a 
radiologist for remission of the radiographic fee paid or pay- 
able by him to the hospital in those cases where the radio- 
logist had to waive his own fee to a patient due to the patient's 
poor financial position. Noted. : 

65. Objection to the Alleged Unrealistic Classification of 
Patients by the Province. It was reported that the Committee 
had considered the views expressed by the Chairman of the 
Radiological Society on this subject and had agreed to 
recommend to Council that the point of view expressed by the 
Chairman of the Radiological Group in paragraph 2 (b) of his 
letter dated 25 August 1960, to the Chairman of the Com- 
mittee, be not supported. Council Agreed. 

66. Objection to the Provision of a Radiographic Service by 
the Province to Public Health Authorities at a Fee of 10s. 6d. 
without Interpretation. It was reported that the Committee had 
considered an objection raised by the Radiological Society in 
this regard and had agreed to recommend to Council that no 
action be taken by the Association in connection with this 
point, as the service provided was part of the health service 
to the community as a whole, and difficulty would be 
experienced by private radiologists in accommodating a large 
number of non-European patients in their consulting rooms. 
Council Agreed. 

67. The Position of a Specialist in Physical Medicine Holding 
a Part-time Appointment at a Public Hospital vis-a-vis Private 
Inpatients Referred to the Physiotherapy Depariment of such 
Hospital for Specific Treatment. It was reported that cor- 
respondence on this subject had been circulated, and that the 
Committee had agreed to direct the attention of Council to 
the correspondence. The Committee had further agreed to 
reiterate its previous recommendations made to Council at the 
Meeting held in March 1960. 

After short discussion it was proposed by Dr. Adler that 
this matter be referred back to the Augmented Executive 
Committee in order that it might be discussed with the Group 
of Specialists in Physical Medicine. Council Agreed accordingly. 

68. Creation of Part-time Radiological Appointmesits in 
Provincial Hospitals. It was reported that correspondence in 
this connection had been circulated. The Committee had con- 
sidered the matter and had agreed to direct the attention of 
Council to the correspondence and to recommend to Council 
that it accept the statement made by the Director of Hospital 
Services and that no further action be taken in connection 
with this matter at this stage. Council Agreed to the Commit 
tee’s recommendation. 


suffering 
vaal Pre 
Committ 
the posit 
the Aug 
raise the 
Council 
Arisin, 
that an 
Treatme' 
ment of 
submit \ 
of the F 
Neurolo 
evidence 
action 
It wa 
Council 
followin 
‘Th: 
as a dis 
be treat 
that it is 
no less | 
This 
knew wv 
Council 
lution, 
Dr. T 
Commit 
The / 
the Cor 
of the ¢ 
mn. 
Hospita 
an adde 
mittee 
memoré 
which | 
Transve 
dum pi 
ponden 
the Uni 
offers « 
ferent 
apparer 
in this 
The 
at whic 
educati: 
should 
Even 
to the 
conven 
Cour 
which 
Transv; 
rities, 
Transv; 
Macker 


69. Fe 

tals. It v 

matter 4 

action b 

matter u 

by the H 

Agreed. 

70. Tr 

reported 

tee, whi 

The 

bers fi 
from ¢ 

of the 

vote w 


r 1960 
logist if 


farming 
ould be 


“il ‘That 
tions to 
tions so 
Patients 
e’. 


imenda- 


-ndation 
nded by 
Komitee 
> en die 
reg 


names 
van 
1 indien 


-rovince 
Patients 
ym brink 
tary of 
or 1960, 
irector. 
istances 
rovince 
id paid 
'rovince 
n by a 
or pay- 
> radio- 
yatient’s 


tion of 
nmittee 
of the 
eed to 
by the 
) of his 
> Com- 


vice by 
6d. 
tee had 
siety in 
that no 
ith this 
service 
uld be 


a large 
rooms. 


Tolding 
Private 
of such 
at cor- 
hat the 
ncil to 
eed to 
the 


er that 
ecutive 
Group 
‘dingly. 
nis m 
‘nce in 
id con- 
tion of 
~ouncil 
[ospital 
nection 
ommit- 


24 Desember 1960 


69. Fees Payable by Patients to Transvaal Provincial Hospi- 
tals. It was reported that the Committee had considered this 
matter and had agreed to recommend to Council that no 
action be taken by the Association in connection with this 
matter until such time as the report at present being compiled 
by dr Services Department became available. Council 
Agreed. 

70. Treatment of Alcoholics in* Provincial Hospitals. It was 
reported that this matter had been considered by the Commit- 
tee, which had agreed to report to Council that persons 
suffering from alcoholism were at present admitted to Trans- 
vaal Provincial hospitals for the necessary treatment. The 
Committee had also agreed to recommend to Council that if 
the position in other Provinces was not satisfactory, it direct 
the Augmented Executive Committees in those Provinces to 
raise the matter with the respective Provincial Administrations. 
Council Agreed to this recommendation. 

Arising out of the discussion on this subject, it was reported 
that an inter-departmental Committee of Enquiry into the 
Treatment of the Alcoholic had been appointed by the Depart- 
ment of Social Welfare. The Association had been invited to 
submit written evidence to this Committee, and the Chairman 
of the Parliamentary Committee had requested the Group of 
Neurologists, Psychiatrists and Neurosurgeons to submit this 
evidence on behalf of the Association. Council Confirmed the 
action of the Chairman of the Parliamentary Committee. 

It was also mentioned that the South African National 
Council on Alcoholism had suggested that Council accept the 
following resolution: 

‘That this Association accepts the concept of alcoholism 
as a disease; that it recognizes that alcoholism should properly 
be treated by the medicai practitioner, and that it acknowledges 
that it is the duty of the medical practitioner to treat alcoholism 
no less than it is his duty to treat any other illness’. 

This was discussed and it was felt that generally doctors 
knew well their duty to the public. In the circumstances 
— Agreed that no action be taken in regard to this reso- 
ution, 

Dr. Turton then moved the adoption of the Report of the 
Committee as a whole. Council Agreed, with acclamation. 

The Acting Chairman, Dr. Schaffer, thanked Dr. Turton and 
the Committee for the work which they had done on behalf 
of the Council. Acclamation. 

71. Shortage of Teaching Material in Transvaal Provincial 
Hospitals. Dr. Turton asked permission to introduce this as 
an addendum to the Report of the Augmented Executive Com- 
mittee for the Transvaal, and Dr. Frootko drew attention to a 
memorandum which had been prepared on the subject and 
which had been circulated at the request of the Southern 
Transvaal Branch, Attention was also directed to a memoran- 
dum prepared by the Assistant Secretary regarding corres- 
pondence which had taken place between the Committee and 
the University of the Witwatersrand. It was noted that three 
offers of assistance had been made to the University on dif- 
ferent occasions and that no reply had been received, as 
apparently the University had not yet formulated its policy 
in this regard. 

The suggestion was made that a conference should be called, 
at which the University of the Witwatersrand, the Transvaal 
education authorities, the Medical Council and the Association 
should be represented. ‘ 

Eventually Council Agreed that the matter be referred back 
to the Augmented Executive Committee for the Transvaal to 
convene such a conference, should it be considered necessary. 

Council further Agreed that the documents on this subject, 
Which were before Council, might be used by the Southern 
event Branch in discussions with the University autho- 
tities, 

72. Election of Augmented Executive Committee for the 
Transvaal. Drs. Penn, Adler, van Heyningen and Osler, Mr. 
Mackenzie and Professor Kok, were proposed and seconded. 

The Chairman pointed out that it was usual to have 2 mem- 
bers from the Southern Transvaal Branch and 1 member 
from each of the other Transvaal Branches. As 3 members 
of the Southern Transvaal Branch had been nominated, a ballot 
vote was taken, as a result of which was declared that Drs. 
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Penn and Adler would represent the Southern Transvaal 
Branch. 

Dr. Lawrance pointed out that Professor Kok was overseas, 
and in the circumstances Council Agreed that if Professor Kok 
was unwilling to serve on the Committee Dr. de Villiers should 
take his place. 

It was thus Resolved that the Committee consist of Drs. 
Penn, Adler and van Heyningen, Mr. Mackenzie and Professor 
Kok (alternate Dr. de Villiers), together with the Executive 
Committee members resident in the Transvaal, viz. Drs. Tur- 
ton, Struthers, Lawrance and Agranat. 

73. Sasolburg Sick Fund, The question of the appointments 
to the Sasolburg Sick Fund was raised, and after brief 
discussion it was proposed by Dr. van Heyningen, seconded 
by Dr. Troskie, that the present arrangement continue for 
a further period of 3 years. Council Agreed accordingly. 


HEAD OFFICE AND JOURNAL COMMITTEE 


74. Report of the Head Office and Journal Committe. Dr. 
Sichel presented this Report, stating that there had been 7 
ordinary meetings and 1 adjourned meeting of the Committee 
since the last Meeting of Council, and that in addition the 
Executive of the Committee had met on 2 occasions during 
June. Noted. 

75. ‘The South African Family Doctor’ and the British 
Medical Association: It was reported that correspondence had 
taken place between the Association and the Editor of the 
British Medical Association publication Family Doctor 
regarding the publication in South Africa of articles published 
in that journal. There had also been correspondence between 
the Editor of The South African Family Doctor and the 
Association in regard to recognition of that journal by the 
Association with possible collaboration, The Committee had 
considered the whole question and had agreed to recommend 
to Council: “That there be no connection established between 
the Medical Association of South Africa and The South 
African Family Doctor, but that the British Medical Associa- 
tion be informed that the Association has no objection to the 
release of material from its publication Family Doctor for 
use in South Africa’. 

After short discussion the Committee’s recommendation was 
Adopted Nem. Con. 

76. Editorial Staff. It was reported that Dr. T. Shadick 
Higgins had retired from the post of Associate Editor on 30 
June 1960, and that Dr. R. L. Kleinman had been appoin- 
ted Assistant Editor as from 1 July 1960. Noted. 

Council Resolved that it record its grateful appreciation to 
Dr. Shadick Higgins for the faithful and devoted service 
which he had rendered to the Association as Editor of the 
South African Medical Journal for over 7 years. Acclamation. 

Dr. Sichel then moved the adoption of the Report of his 
Committee, and Council Resolved accordingly. 


BENEVOLENT FUND 


77. Report of the Management Committee of the Benevolent 
Fund. Dr. Sichel presented this Report, stating that the 
Committee had met on 6 occasions since the last Meeting of 
Council. Noted. 

78. Death of Beneficiaries. It was reported that 3 beneficia- 
ries of the Fund had died during the past 6 months. They 
were Mrs, E.M.R., Mrs. A.F.D. and Mrs. M.A.M. 

Council expressed sympathy and Agreed that this be Noted. 

79. New Grants. It was reported that the Committee had 
made new grants during the period under review, as follows: 

Dr. LC., special grant £4 4s. Od. 

Mrs, J.S., £15 Os. Od. per month as from 1 June 1960. 

The late Mrs. M.A.M.’s 2 children, £20 Os. Od. per month 
until the end of 1960. 

Mrs. H.P., £10 Os. Od. per month as from 1 June 1960 until 
the end of the year. 

Mrs. M.G.M., £15 Os. Od. per month as from 1 July 1960. 

Mrs. G.P., £5 Os. Od. per month as from 1 September 1960. 

The Committee recommended to Council that these grants 
be confirmed, 

A vote was taken in respect of each beneficiary, and in each 
case the grant was Confirmed by Council. 
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80. Request for Grant, It was reported that a request for a 
grant had been made by the Border Branch in circumstances 
for which the Committee had no precedent. The facts were 
as follows: 

A grant had been made to an elderly retired member of 
£30 Os. Od. per month. On his death the same grant had been 
continued to his widow. She had recently passed away. During 
their lifetime the widowed daughter (the mother of 3 child- 
ren) had lived with the elderly couple. She had a teaching 
post in the nearby city, at which she earned £62 Os. Od. per 
month, With the death of her parents, the widowed daughter 
had had to employ a nursemaid to care for her children during 
her absence at work. The Border Branch had requested that 
the grant be continued to the daughter until the house which 
she occupied could be sold and she could move to the city. 

It was stated that there were a number of other factors 
which were not essential in a report of this nature, as the 
main difficulty which had exercised the minds of the Committee 
was the question of precedent. 


The relevant section from the ‘Objects’ of the Benevolent 
Fund was quoted, and the Committee asked that Council 
give a ruling as to whether the widowed daughter and 
children could be classed as dependants of a deceased member 
of the Association. 

In the discussion which followed, it was pointed out that the 
deceased member had undertaken the responsibility of his 
daughter's children after her husband had been killed in a 
motor accident. 


Finally Council Agreed that the matter be referred back to 
the Committee with the request that the application be given 
sympathetic consideration in so far as the available funds 
allowed. 

Council also ruled that in this case the children concerned 
be considered to be dependants of a deceased member. 

81. Contributions to the Fund. Dr. Sichel expressed the 
thanks of the Committee to all who had contributed to the 
Benevolent Fund during the past year. He mentioned parti- 
cularly the Ladies’ Committees which had been set up in the 
various Branches and through whose efforts considerable 
sums of money had been contributed. He appealed to the 
Branches to do all that they could to increase the amount 
available for distribution. 


BOEKE ONTVANG 


Proceedings of the First International Congress of Neurological 
Sciences, Brussels. Vol. 111. Electroencephalography, Clinical 
Neurophysiology and Epilepsy. Edited by L. van Bogaert 
and J. Racdemecker. Pp. 707. Illustrations. 140s. London, 
New York, Paris, Los Angeles: Pergamon Press. 1959. 

Mazer and Israel’s Diagnosis and Treatment of Menstrual Dis- 
orders and Sterility. 4th edition. By S. L. Israel, M.D. Pp. 
xii +666. Illustrations. $15.00. New York: Paul B. Hoeber, 
Inc, 1959. 

Manual of Osteopathic Technique. By A. Stoddard, M.B., B.S., 
D.O., D.Phys.Med. Pp. 274. Illustrations. 50s. London: 
Hutchinson Medical Publications. 1959. 

Scientific World. Special issue on Technological Education. Vol. 
lif. 3. (No.7) 1959. Quarterly Journal of International 

Edited by E. G. Edwards, Ph.D. Pp. 39. I!lustra- 
tions. Subscription 7s. for 4 issues, post paid. Published in 
English, French, Russian, Chinese and German. London: 
Scientific World. 1959. 

A Handbook for Dissectors. Sth edition. By J. C. B. Grant. Pp. 
xiv+441. Illustrations. 40s. London: Bailliére, Tindall 
and Cox Ltd. 1959. 

Roentgens, rads, and Riddles. A Symposium on Supervoltage 
Radiation Therapy held at the Medical Division, Oak Ridge 
Institute of Nuclear Studies, 15-18 July 1956. Edited by 
M. Friedman, M.D., M. Brucer, M.D., and E. Anderson. 
Pp. xv+495. Illustrations. $3.50. For sale by the Super- 
intendent of Documents, Government Printing Office, Wash- 
ington 25, D.C., USA. 1959. 
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Dr. Sichel then moved the adoption of the Report of his 
Committee, and this was Carried. 


Council adjourned for lunch 
from 1.5 p.m. to 2.30 p.m. 


82. Interim Financial Report. The Honorary Treasurer, Mr. 
Joubert reported that income and expenditure were keeping 
pace with the estimates, but that it was possible that, as 
estimated, there would be a deficit of approximately £150 at 
the end of the financial year. In the circumstances he moved 
that the resolution taken at the last Meeting of Council, thai 
the Association subscription as from 1 January 1961 should 
be R10.00, be confirmed. 

After short discussion this was put to the vote and was 
Carried, there being 1 vote against it. iw 

Council further Resolved that the subscription for wives of 
members, for interns, for members in the first 2 years after 
internship and for retired members over the age of 65, should 
be R5.00 per annum. 

Mr. Joubert then moved the adoption of his Report, and 
this was Carried. 

Dr. Agranat proposed a vote of thanks to the Honorary 
Treasurer, which was accorded with acclamation. 

83. Medical House (Pty.) Lid, Mr. Joubert reported that 
the Directors had budgeted for a small deficit this year, as not 
all the floor space in the building had been let. Circumstances 
had altered, however, and as all the accommodation was now 
let, it was possible that next year there might be a surplus of 
some £600. Noted. 

84. Announcement in the Journal. The Chairman stated that 
during the lunch interval he and the Editor had drawn up an 
announcement which would be published in the Journal 
regarding the recognition of the insurance company medical 
aid schemes. At his request, the Editor read the statement. 

Discussion followed, in which a number of suggestions 
were made for the amendment of the statement. Some were 
accepted. Finally the statement in its amended form was 
found to acceptable to Council, and Council Resolved 
accordingly that the statement as amended be published. 

85. Chairmanship — Federal Ethical Committee. The Chair- 
man announced that the Federal Ethical Committee had met 
in order to elect a Chairman, and that Dr. Schneider had been 
elected to this position. Noted with acclamation. 


(to be continued) 


BOOKS RECEIVED 


An Introduction to Child Psychiatry. By S. Chess, M.D. Pp. 

ge $5.25. New York and London: Grune & Stratton, 
9. 

Medical Management of the Menopause. By M. B. Goldberg, 
M.D. Pp. viii+98. Illustrations. $4.50. New York and 
London: Grune & Stratton, Inc. 1959. 

Pain and Itch—Nervous Mechanisms. Ciba Foundation Study 
Group No. |. Edited by G. E. W. Wolstenholme, O.B.E., 
M.A., M.B., M.R.C.P. and Maeve O'Connor, B.A. Pp. 
viii+120. Illustrations. 12s. 6d. net. London: J. & A. 
Churchill Ltd. 1959. 

The Surgical Treatment of Facial Injuries. 2nd edition. By V. H. 
Kazanjian, C.M.G., D.M.D., M.D., F.A.C.S., D.Sc. (Hon.) 
and J. M. Converse, M.D., F.A.C.S. Pp. ix+1110. 1,155 
figures. 176s. $22.00. London: Bailliére, Tindall and Cox Ltd. 
Baltimore: The Williams and Wilkins Company. 1959. 

Pediatric Pathology. By Daniel Stowens, M.D. Pp. xiii+676. 

figures. 160s. $20.00. London: Bailliére, Tindall and 
Cox Ltd. Baltimore: The Williams and Wilkins Company. 
1959. 

Dr. Jenner of Berkley. By D. Fisk. Pp. vii+288. Illustrations. 
25s. net. London, Melbourne, Toronto: Heinemann. 1959. 

Malariology. With special reference to Malaya. By A. A. Sando- 
sham, L.M.S. (S'pore), Ph.D. (Lond.), F.R.E.S., F.LS., 
F.Z.S., F.R.M.S. Pp. xix+327. Illustrations. 35s. Singa- 
pore: University of Malaya Press. 1959. Sole Distributors, 
Oxford University Press, London, New York and Toronto. 
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From the Secretary's Desk 


The Secretary’s Column 


At its meeting in Pretoria on 5 December 1960, the Execu- 
tive Committee of Federal Council asked me to contribute a 
column to the Journal from time to time to let members know 
what is taking place. Here, then, is the first of these columns. 
Others will follow. It is for you to decide whether you want 
to read them, and any constructive suggestions will be 
welcomed. 


Insurance Companies 

Most members will want to know what is happening in 
the negotiations between the Association and the insurance 
companies which are running medical assistance schemes. 
At the last Federal Council Meeting it was agreed that such 
schemes might be approved for all of their members with 
incomes less than ‘a ceiling to be determined’. It is much 
easier for an insurance company to work on a ‘ceiling’ basis, 
just as it is easier for a medical aid society to work on an 
‘average income’ basis. This the Council recognizes, although 
for practical purposes the members of insurance company 
schemes have an average income which is much the same as 
that for medical aid society members. After all, the schemes 
and the societies serve the same group of persons—the middle 
income group mainly, It has been estimated that, overall, 
the number of persons earning over £2,500 is approximately 
0.8% of the total membership of the societies. 

After negotiation it has been agreed unanimously by the 
Executive Committee that the ‘ceiling to be determined’ be 
an income of £2,300 per annum. This means that all insured 
perscns whose incomes are below £2,300 will be placed in an 
approved group on their own for whom the _ insurance 
companies agree to pay the doctors fees ‘direct and in full’ 
according to the Tariff of Fees for Approved Medial Aid 
Societies. It also means that insured persons whose incomes 
are over £2,300 will be placed in a different category so that 
the insurance companies will pay direct to them any indemnity 
due, and they will be classed by doctors as private patients 
from whom they will collect their fees. Furthermore, this 


decision does not apply to the groups already recognized. 


under the old rules of approval within SANSOM and the 


S.A. Mutual Medical Aid Society. (The names of these groups . 


have appeared in the Journal). The decision that the ‘ceiling 
to be determined’ be £2,300, therefore only applies to new 
groups within the abovementioned organizations in respect 
of whom application for recognition will be made in future. 

It may be asked why this figure was chosen? The insurance 
companies wished to have a higher figure as the ceiling, and 
the Association’s representatives wished it to be reduced. 
Eventually a compromise was reached at £2,300 mainly 
because that was the figure which the Government had 
formerly chosen as the dividing line between ordinary income 
tax and supertax payments. 

There are other details which have still to be settled finally 
regarding the recognition of the many persons who are 
insured and who will fall into the accepted ‘ceiling’ category, 
and when these have been finally settled members will be 
informed through the Journal and by circular to Branch 
Secretaries. 

In the meantime you are reminded that the names of groups 
of members already recognized under the old rules of approval 
within the SANSOM and S.A. Mutual Medical Aid Society 
organizations have appeared in the Journal. Those of the 
former scheme were contained in a supplement issued with 
the Journal of 26 November 1960, and those of the latter with 
the bi-annual list of approved Societies in the issue of 10 


December 1960. Persons belonging to these approved groups 
are entitled to the benefits of the Tariff of Fees for Approved 
Medical Aid Societies. So far, distinctive cards have not been 
issued to these persons, but the companies are giving this 
matter attention, Watch the Journal for further information. 


The ‘Domicile’ Clause 

Recently the Branches were circularized regarding a request 
from the South African Medical and Dental Council for an 
expression of opinion regarding the deletion or reten- 
tion of the ‘domicile’ clause in regard to the registration 
of medical practitioners in the Union. So far 5 
Branches have replied indicating that they are in favour 
of the deletion of the controversial clause. The replies 
of the other Branches are awaited. It would seem that 
the deletion of the clause would make reciprocity with 
other countries more complete, and that the 5 Branches 
which have replied wish this to be the case. 
Rands and Cents 


The new year will bring this long-expected change in our 
currency, and the subscription accounts will be sent out on 
D (for Decimalization)-Day. The Association subscription 
will be R10-00 for ordinary members and RS5-00 for interns, 
members in the two post-intern years, retired members over 
the age of 65 years, and wives of members. In addition, of 
course, there is the subscription due to the Branches, which 
varies from place to place. 

At the last Federal Council Meeting it was agreed to set 
aside an amount of 20 cents from each member’s subscripiion 
in order to establish a Contingency Fund. Disbursements from 
this Fund would be at the discretion of the Federal Council 
and would be for the assistance of members who might be 
the victims of extraordinary circumstances. It will do away 
with the need for special appeals such as that which recently 
appeared in the Journal under the title of ‘Naudé Appeal 
Fund’. 


Commission of Enquiry 


On Tuesday 6 December 1960, the Executive Committee of 
Federal Council met the members of the Government 
Commission of Enquiry into the High Costs of Medical 
Services and Medicines, in Pretoria. In welcoming the 
Association’s representatives, Prof. H. W. Snyman, the Chair- 


“man of the Commission, said that the Association was the 


first to be called upon to present oral evidence, and at the 
end it would be asked to meet the Commission once again to 
give final evidence. 

In the new year the Commission will set out on a tour of 
certain centres of the Union where it will receive oral evidence 
which it has requested from certain organizations. We have 
been informed that it will sit in Cape Town from 6-9 
February 1961, and that from 21 February onwards it will 
visit Bloemfontein, Port Elizabeth and Durban. In March it 
will be back in Pretoria, and Johannesburg organizations will 
be asked to meet it there. ' 

I should like to extend to my many friends in the Associa- 
tion my sincere good wishes for a happy Christmas and a 
prosperous New Year. 


Medical House 
Cape Town 


WORLD MEDICAL ASSOCIATION 
LOUIS H. BAUER, M.D., APPOINTED CONSULTANT 


Dr. Louis H. Bauer, Secretary General of the World Medical 
Association since 1948, will become Consultant to that 


organization on 1 January 1961. Dr. Bauer has been closely 


associated with organized medicine since 1929. He is a Past 
President of the American Medical Association; the Aero- 
medical Association (now Aerospace Medical Association); the 
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Nassau County Medical Society and the Medical Society of 
the State of New York. He is a consultant cardiologist to 
5 hospitals in Nassau County, New York; consultant and 
former Chairman of the Board of Directors, United Medical 
Service, (New York’s Blue Shield Plan) and a member of 
the New York State Public Health Council, He received 
an honorary degree of Doctor of Science from the University 
of Sydney (Australia); was the recipient of the Joseph 
Bancroft Medal (Queensland, Australia) and was awarded 
the Honorary Gold Key, Medical Faculty, University of 


AMPTELIKE AANKONDIGING 
WYSIGING VAN VERORDENINGE 


Dit word ter algemene inligting aangekondig dat die volgende 
wysiginge van die Verordeninge van die Vereniging goedge- 
keur is deur die Federale Raad op Vrydag 21 Oktober 1960: 

1. Dat Verordening 7(e) geskrap en vervang word deur 
‘n nuwe Verordening 7 (e) wat soos volg lui: 

,Geaffilieerde studente-lidmaatskap. Die Vereniging van 
Mediese Studente van Suid-Afrika sal beskou word as geaffi- 
lieerd te wees met die Vereniging, en lede van die studente- 
liggaam wat geregistreer is as mediese studente by die Suid- 
Afrikaanse Geneeskundige en Tandheelkundige Raad, sal 
beskou word as geaffilieerde studente-lede van die Vereniging. 
Hulle sal sulke regte en voorregte hé as wat die reéls van die 
Tak van die Vereniging waarin hul mediese skool geleé is, 
aan hulle vergun, maar hulle sal nie oor die sake van die 
Tak kan stem nie. Sodanige lidmaatskap sal hulle die reg 
gee om die Suid-Afrikaanse Tydskrif vir Geneeskunde teen 
*n verminderde bedrag te ontvang’. 

2. Dat Verordening 9(e) gewysig word om te lui: 

,Geaffilieerde studente-lede kan die Tydskrif ontvang en 
hulle sal vir geen ander betaling as die intekengeld daarop 
aanspreeklik wees nie’. 

3. Skrap die woord Jaarliks’ in Verordening 27 in die 
tweede reél waar dit van toepassing is op die Suid-Afrikaanse 
Mediese Kongres. 

4. Dat Verordening 55 gewysig word deur al die woorde na 
-Voorsitter’ te skrap en deur die volgende woorde by te voeg: 

,onderhewig daaraan dat alle optrede deur die Komitee in 
terme van hierdie Verordening: 

i) dadelik gerapporteer sal word aan alle lede var die Raad, 

ii) ingesluit sal word by die Agenda vir oorweging deur 
die Raad by sy volgende vergadering, 

iii) dieselfde geldigheid sal hé asof die Raad al daaroor 
besluit het, totdat dit deur die Raad bekragtig of verwerp 
is by sy volgende vergadering.’ 

Op Las van die Raad 
A. H. Tonkin 
Sekretaris 
Mediese Huis 
Waalstraat 35 
Kaapstad 
1 Desember 1960 


IN DIE VERBYGAAN 


Monty Baranovy Memorial Prize. This prize is awarded every 
3 years for an essay on either a purely ophthalmological sub- 
ject or a medical subject having a direct bearing on ophthal- 
mology. Candidates must be graduates of the University of 
the Witwatersrand, who have completed the Final Professional 
Examination not longer than 50 calender months before 1 
February of the year in which the prize is awarded. 

Essays must be written and should be submitted to the 
Registrar of the University of the Witwatersrand not later 
than 1 February 1961, Essays must bear the candidate’s 
pseudonym only—an envelope bearing the pseudonym and 
containing the full name of the candidate must be submitted 
with the essay. 

If there is no essay of sufficient merit the prize will be 
withheld. The value of the prize is about £35. 


S.A. MEDICAL JOURNAL 


24 December 1960 


Vienna in 1955. He is an Honorary Flight Surgeon of the 
French Air Force and recently received the Paracelsus Medal, 
highest honor awarded by the German Medical Association 
(Deutsche Arztetag). 

Dr. Heinz Lord of Barnesville, Ohio, will succeed Dr, 
Bauer as Secretary General of the World Medical Association, 
XVth General Assembly 

The XVth General Assembly of the World Medical Associa- 
tion will be held in Rio de Janeiro, Brazil, on 15 — 20 Septem- 
ber 1961. 


: OFFICIAL ANNOUNCEMENT 
AMENDMENT OF BY-LAWS 


It is notified for general information that the following amend- 
ments to the By-laws of the Association were approved by the 
Federal Council on Friday, 21 October 1960: 

1. That By-law 7(e) be deleted and replaced by a new 
By-law 7(e) reading: 

‘Affiliated Student Membership. The Association of Medical 
Students of South Africa shall be deemed to be affiliated to 
the Association, and members of the student body who are 
registered as medical students by the South African Medical 
and Dental Council shall be deemed to be affiliated student 
members of the Association. They shall have such rights and 
privileges as may be allowed to them in the rules of the 
Branch of the Association in whose area their medical school 
is situated, but shall not have the right to vote in the affairs 
of the Branch. Such membership shall entitle them to receive 
the South African Medical Journal at a reduced rate’. 

2. That By-law 9(d) be amended to read: 

‘Affiliated student members may receive the Journal, the 
subscription for which shall be the only charge made to them’. 

3. In By-law 27 delete the word ‘Annual’ in the second 
line where it is applicable to the South African Medical 
Congress. 

4. That By-law 55 be amended by the deletion of all 
words after ‘Chairman’, and that the following words be 
added : 

‘provided that any action taken by the Committee in terms 
of this By-law shall : 

(i) be reported forthwith to all members of the Council, 

ii) be included in the Agenda for consideration by the 
Council at its next meeting, 

(iii) have the same validity as if dealt with by the Council 
until it shall have been confirmed or rejected at the next 
meeting of the Council.’ 

By Order of the Council ' 
A. H. Tonkin 
Secretary 
Medical House 
35 Wale Street 
Cape Town 
1 December 1960 


: PASSING EVENTS 


Maurice Weinbren Award in Radiology. This Award con- 
sists of a certificate and a prize to the value of £25. It is made 
annually (in respect of a calender year) for a published paper 
of sufficient merit dealing either with radiodiagnosis or radio- 
therapy. The award is restricted to medical practitioners 
registered in South Africa, but the paper may have appeared 
in any medical journal published in South Africa, or in the 
British Journal of Radiology or the Journal of the Faculty of 
Radiologists, London. The selection committee may change or 
add to the names of the journals in which candidates may 
have published papers submitted for consideration. 

Authors who wish to be considered for this award must 
advise the Hon. Secretary of the Selection Committee to this 
effect by 31 December each year. Authors must provide 6 
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copies of the paper submitted for consideration not later than 
the end of February in the succeeding year. 

The selection committee consists of: Prof. S. F. Oosthuizen; 
Dr. Harris Jackson; Dr. M. H. Fainsinger; Dr. T. Fichardt; 
Dr. J. N. Jacobson; and Dr. H. A. Shapiro (Acting Hon. 
Secretary), P.O. Box 1010, Johannesburg. Members of the 
selection committee are not eligible for the award. 

The decision of the selection committee, in connection with 
the making of an award, is final and binding. 


Dr. Joseph B. Herman, who is in general practice in Cape 
Town, has been awarded the M.D. degree of the University 
of Cape Town for his thesis ‘Diabetogenic and anti-diabeto- 
genic substances: A long-term study of their influence on 
carbohydrate tolerance in diabetes mellitus (including a study 
of carbohydrate tolerance in gout)’. Dr. Herman’s thesis deals 
with observations made over a period of 14 years and includes 
studies on the oral hypoglycaemic agents which came into 
vogue during this time. 


South African National Tuberculosis Association. The Charles 
Hurwitz SANTA Centre at  Baragwanath, Johannes- 
burg, was officially opened on Thursday 8 December, by 
Mr. Charles W. Engelhard, President of the Johannesburg 
Association for the Prevention of Tuberculosis. 
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This 320-bed tuberculosis treatment centre was remarkable 
for the speed with which it was constructed by Native building 
gangs attached to the Division of Bantu Housing of the 
Johannesburg Municipality. All building construction work, 
comprising wards, staff, and office accommodation, wash- 
rooms, kitchens, dining rooms and workshops was completed 
in 5 weeks. 

It was opened to patients on 7 April and within a few 
months it became evident that more beds were needed, 
especially for children suffering from tuberculosis. The total 
was therefore brought up to 400 in October 1959 by the 
adddition of 2 40-bed children’s wards. 

The hospital, which is administered by the Johannesburg 
Association for the Prevention of Tuberculosis, has a 97% 
rate of bed occupancy (an 83% rate is considered high) and 
from the date of opening has admitted 1,257 patients of whom 
755 have been discharged, 600 of them improved and fit to 
return to a full life in the community. 

The hospital is named after Dr, Charles Hurwitz, for many 
years Chairman of the Johannesburg Branch of SANTA, who 
is an eminent radiologist and who has done a great deal in 
the fight to control tuberculosis in Johannesburg, as well as 
throughout South Africa, 

This is the 23rd of the 33 SANTA tuberculosis treatment 
centres throughout South Africa to be officially opened. 


NUWE PREPARATE EN TOESTELLE : NEW PREPARATIONS AND APPLIANCES 


FOLGAMMA 


Newport Trading Corporation (Pty.) Ltd. announce the intro- 
duction of Folgamma tablets, manufactured by Ankermann 
Laboratories, and supply the following information: 

Each tablet of Folgamma contains 25 yg, vitamin B.. and 
1§ mg. folic acid. Folic acid, like vitamin B,» is indispensable 
in metabolic processes and haemopoesis. Both vitamins com- 
plement each other and a combination is often more successful 
than either vitamin alone, except in pernicious anaemia. 

Folgamma tablets are indicated for secondary anaemias 
(malnutrition, post gastrectomy, etc.), seborrhoea, acne, etc. 

Maintenance dosage is 2-3 tablets per day. 


FOLGAMMA FORTE 


Newport Trading Corporation (Pty.) Ltd. announce the intro- 
duction of Folgamma Forte, manufactured by Ankermann 
Laboratories, for intramuscular injection, and supply the 
following information: 

Each injection of 1 cc. of Folgamma Forte contains 100 
ug. Vitamin B,, and 15 mg. folic acid. It is indicated for the 
treatment of hyperchromic anaemias; symptomatic pernicious- 


BOEKBESPREKINGS 


PAIN IN ORTHOPAEDICS 


Lectures on the Interpretation of Pain in Orthopaedic 
Practice. By A. Steindler, M.D., (Hon.) F.R.C.S. (Eng.), 
(Hon.) F.R.S.M. (Eng.), F.A.C.S.; (Hon.) Pp. 
xvii + 733. Illustrations. £7 8s. Od. Oxford: Blackwell 
Scientific Publications Ltd. Springfield, Ill.: Charles C. 
Thomas. 1959. 


Over many decades, some of the finest intellects in medicine 
have devoted themselves to the solution of the problems 
associated, with pain. Why this should be so is quite obvious. 
for pain is the commonest single symptom that causes ‘he 
patient to seek medical advice. 

Dr. Steindler — one of the intellectual giants of orthopaedic 
surgery — finished the correction of the final proofs of this 
book a few days before his death, It may be looked upon as 
his epitaph. The book is for the discerning reader, and has 
been written in the form of 16 lectures. There is an extensive 
bibliography at the end of each chapter. The importance of 


like anaemias in children (megaloblastic); haemolytic anaemias; 
aplastic anaemias; damage to liver parenchyme; gastro-ente- 
ritis; colitis; psoriasis; acne; seborrhoea; etc. 

_ Dosage should be adjusted to the individual — the average 
is 1 cc. intramuscularly 2-3 times per week. 


FERRO FOLGAMMA 


Newport Trading Corporation (Pty.) Ltd. announce the intro- 
duction of Ferro Folgamma capsules, manufactured by 
Ankermann Laboratories, and supply the following infor- 
mation: 

Ferro Folgamma capsules contain 100 mg. ferrous sulphate, 
5 mg. folic acid and 10 yg. vitamin Bis per capsule. These 
essential blood-forming factors are recommended for the treat- 
ment of anaemias (hypochromic, pregnancy, and menorrhagia) 
and general lassitude, lack of concentration, etc. 

The capsules are excellently tolerated and cause no gastric 
intolerance and no obstipation. 

The average dosage is 1 tablet 3 times a day. 

Further information may be obtained from Newport Trading 
Corporation (Pty.) Ltd., P.O. Box 1871, Johannesburg. 


: BOOK REVIEWS 


a book of this nature cannot be over-emphasized, for, with 
the establishment of definite syndromes, treatment becomes 
more definitive and, less empirical. The most recent syndromes 
in the upper limb such as the ‘shoulder-hand syndrome’ and 
the ‘carpal-tunnel syndrome’ h- e done much to clarify some 
of the problems of pain. 

This book has been well preduced and can be strongly 
recommended even to the most eclectic reader of orthopaedic 
literature. AS. 


NEUROLOGY OF INFANCY 


Neurology of Infancy. By Anatole Dekaban, M.D., Ph.D. 
Pp. 350. 185 illustrations. £4 16s. Od. plus 2s. 9d. postage. 
London: Bailliére, Tindall and Cox Ltd. 1959. 
This book is especially welcome because it is not just a text- 
book of adult neurology in terms of how much it might apply 
to children. It is necessary to be reminded that the develop- 
ment and perfection of cerebral functions is dependent on 
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the progress in maturation of the nervous system, and it is 
especially essential that those who study and interpret the 
behaviour of infants should be aware of this important fact. 
Progressive development of volitional and mental activity must 
be correlated with the progress of maturation in the brain. 
Any major disorder affecting the brain of an infant will 
produce such clinical manifestations as the stage of matura- 
tion permits and will interfere with the future development 
of function according to the nature and extent of the irrever- 
sible damage caused and the interference with the normal 
neuronal maturation that this produces. 

The author surveys the important developmental landmarks 


BRIEWERUBRIEK : 


THE RECOVERY ROOM 


To the Editor: The original article by Dr. Peter Horrigan* 
and the subsequent letter from Dr. John Russel* on ‘The 
recovery room’ are very important indeed. It would be ideal 
if every hospital could have one. Unfortunately the smaller 
hospitals have neither the money, the space near the theatre, 
nor the staff for a recovery room. 

Dr. Horrigan says ‘During transport, however, in the lift 
or corridor, the semi-conscious patient who vomits, or whose 
airway becomes obstructed in some other way, is immediately 
in grave danger’. Dr. Russell 
says ‘And what of the minor 
operations of tonsillectomy and 
tooth extraction where the post- 
operative inhalation of blood 
presents a very real hazard? 
Little can be done by even an 
experienced nurse if this occurs 
on the trolley on the way back 
to the ward’. 

Figs. 1-3 depict a trolley 
used here which was designed 
to obviate the above dangers. 
It produces a full Trendelen- 
burg position in half a second, 
it has oxygen suction 
immediately available, trays for 
mouth gags, tongue forceps, 
sterile syringes, strapping, and 
sockets for a vacolitre upright. 
The fact that the head of the 
trolley must first be raised 
before the lowering knob can 
be pushed forward, makes an 
accidental drop impossible. Fig. 
2 shows the post-laparotomy position, and Fig. 3 the post- 
tonsillectomy position and the position after tooth extraction. 

F. W. Reitz 


18 Southey Street 
Harrismith, O.F.S. 
5 December 1960 


Horrigan, P. (1960): S. Afr. Med. J., 34, 952 
. Correspondence (1960): Ibid., 34, 1021. 


MAJOR SURGERY IN SOUTH AFRICA 


To the Editor: 1 should like to comment on certain aspects 
of the article “The practice of major surgery in South Africa’ 
by Dr. Lance Impey which appeared in the Journal of 26 
November.’ The article reflects much thought and thorough 
investigation and every general practitioner will hasten to 
agree that cold major surgery practised by the inexperienced 
to the detriment of the patient is to be roundly and soundly 
condemned. 

However, the problem does not only apply to the practice 
of surgery. Many more coronary patients are lost due to wrong 
treatment resulting from inadequate training and insufficient 
equipment, than are lost through inexperienced general 
practitioners performing major surgery. Similarly, much more 
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and correlates them with the maturation state of the nervous 
system, In subsequent chapters he outlines the principles of 
pathology, the clinical manifestations, and therapy of the 
neurological disorders that afflict the infant. The whole field 
is competently covered, the clinical descriptions are succinct 
and adequate; in general, with a few exceptions, therapy js 
satisfactorily described. 

The book is well produced with many useful illustrations, 
and a minimum of printer’s errors. It is essential reading for 
the paediatrician; the psychiatrist will find the opening 
chapters of great importance, and the neurologist and trainee 
will find it of general interest. S.B. 


CORRESPONDENCE 


suffering and distress are caused by failure of effective treat- 
ment of skin diseases due to inexperience. Surely a much 
improved general-practice service to the public will be given 
if temporary registrar posts for general practitioners are 
created at teaching hospitals and preference in appointments 
is given to group practices. In such group practices, the 
surgeon who is a trained specialist can then fit into the total 
scheme. 


Dr. Lance Impey’s premise that the public believe that a 
doctor who operates is a better doctor than one who does 
not operate, is not totally correct, and there are many 
striking examples in the Platteland to prove this. Also in 
extensive discussions with representative members of the 
community, I cannot find grounds for such an assertion. In 
a small community the doctor with a reputation for excessive 
zeal for surgery soon has a dwindling practice. Another self- 
limiting factor in the practice of major surgery in a small town 
is the fact that the general practitioner must live with his 
failures, and the interested public has a long ard retentive 
memory. 

Dr. Lance Impey’s reference to the availability of rapid 
travel by aircraft is inaccurate. It is just non-existent for the 
pauper case (which incidentally forms the bulk of the general 
practitioners’s major surgical practice). Our nearest centre 
with total surgical facilities is 720 miles away by rail (which 
is the only way a pauper case can travel) and it necessitates 
a change-over en route and the journey takes 40 hours. This 
isolation creates problems and responsibilities for the general 
practitioner which the specialist in the large centre finds hard 
to appreciate. 

May I plead for the inclusion of more experienced and 
responsible general practitioners in the fact-finding committee 
mentioned in Dr. Lance Impey’s article. 


P.O. Box 136 

Upington 

4 December 1960 

1. Impey, R. L. (1960); S. Afr. Med. J.. 34, 


ONGEVALL&SAKE 


Aan die Redakteur: Sal u a.seblief die volgende opmerkings 
in die Briewerubriek van u Tydskrif plaas. 

In die Tydskrif van 19 November 1960,’ het ons ‘n mooi 
uiteensetting gekry van hoe om die vorms aangaande die 
Ongevallewet in te vul. 

Die gelde wat ons kry van die Ongevallekommissaris is nie 
van die hoogste nie, en dan moet ons ook ‘n hele reeks vorms 
invul. Boonop moet ons gewoonlik nog maande en maande 
wag vir vereffening. 

As ons die vorms in besonderhede presies invul soos ons dit 
behoort te doen, sal die Kommissaris dan vir ons die ver- 
sekering gee dat ons stiptelik ook betaal sal word? 


P. W. Haitingh 
Cavendishgebou 709 
Jeppestraat 
Johannesburg 
25 November 1960 
1. Workmen's Compensation Cases (1960): S. Afr. T. Geneesk., 34, 996. 
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